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Literature Review:
The Effectiveness of Randomised Controlled Trials of 
Individual Cognitive Behaviour Therapy in Reducing 
Positive Symptoms of Schizophrenia
December 2010
Year 1
Abstract
In the last few years there has been a move away from sole reliance on 
pharmacological treatments for clients with schizophrenia as the NICE guidelines 
recommend clients should be offered cognitive behaviour therapy (CBT). Research 
designs have used randomised control trials (RCTs) to investigate the evidence base 
for CBT. This review explores the evidence from RCTs of CBT in reducing positive 
symptoms of schizophrenia, when administered early or later on in the disease 
course. Conclusions consider the limitations of studies, implications for clinical 
practice and suggest further research.
Overview 
Definition of Schizophrenia
Schizophrenia is an enduring mental illness usually diagnosed in late adolescence or 
early adulthood. It is estimated that 210,000 people in the United Kingdom suffer 
from the disorder at any given moment (National Institute of Clinical Effectiveness, 
2000).
Schizophrenia is characterised by a constellation of symptoms including disturbance 
in thought, perception, affect, sense of self and the external world and psychomotor 
behaviour. It is often characterised by a prodomal phase where the client displays 
negative symptoms which include: lack of motivation, decrease in cognitive 
functioning, apathy, disturbed thoughts and social withdrawal. This phase is likely to 
be followed by an acute phase where clients present with positive symptoms which 
include: auditory hallucinations, delusions and behavioural disturbances. Although 
positive symptoms are taken to be indicative of schizophrenia, they are also 
associated with other disorders such as bipolar disorder. As there are no exclusive 
features of schizophrenia, there have been controversies over the diagnosis and use 
of the label ‘schizophrenia’. This review will use the term schizophrenia to refer to 
clients who have a diagnosis of schizophrenia, schizoaffective disorder, 
schizophreniform disorder and delusional disorder, as defined by the DSM IV 
criteria (American Psychiatric Association, 1994).
NICE Guidelines
The National Institute for Clinical Effectiveness (NICE) was established to ensure 
there are fewer variations across practices. The NICE guidelines for schizophrenia
(NICE, 2009) recommend that as well as offering traditional pharmacological 
interventions, cognitive behaviour therapy (CBT) should be offered to every client. 
The move towards psychological treatments are, in part, due to the fact that despite 
compliance with medication there are high relapse rates and persistent positive and 
negative symptoms (Garety, Fowler, & Kuipers, 2000; Schooler, 2003). CBT offered 
should adhere to NICE guidelines:
• Delivered individually
• At least 16 sessions or hours of therapy
• Follow a treatment manual including at least one of the following:
Monitor own thoughts, feelings and behaviours with respect to 
symptoms or reoccurrence of symptoms.
Promoting alternative ways of coping with target symptoms. 
Reducing distress.
Improving functioning.
Main Objective
This review will assess evidence for the effectiveness of CBT in reducing positive 
symptoms when administered at early and late stages of schizophrenia. My reasons’ 
for this were twofold: to decipher how much evidence really exists and to investigate 
its long term usefulness. Additionally, 1 am a naïve reader to this subject and hope 
this review will inform me with the best practice to use. This review is pertinent to 
me as 1 currently work in a community mental health team which is writing a manual 
for CBT to treat clients who are experiencing positive symptoms of schizophrenia.
1 I c h o s e  to  w r i te  th is  s e c t io n  in  th e  f ir s t  p e r s o n  a s  it a id e d  m y  re f le c t iv e  p ro c è s
The specific research question will review ‘the effectiveness of randomised 
controlled trials of individual cognitive behaviour therapy for reducing positive 
symptoms of schizophrenia’. The review will critically evaluate five papers to tease 
out whether CBT is an effective therapy and if so which factors influence this. The 
last section will conclude by examining limitations, clinical and theoretical 
implications and suggestions for further research.
Method 
Search
Electronic databases Pubmed and Psychlnfo were searched. To limit results searches 
were constrained to articles that had been published from 2000-2010 and had a link 
to ‘full text’. Searches were performed by inputting the following terms:
CBT for positive symptoms o f psychosis
CBT for positive symptoms o f Schizophrenia
CBT for schizophrenia 
CBT for psychosis 
Selection
Articles were further refined by limiting articles to randomised control trials that 
offered individual CBT as specified by the NICE guidelines on schizophrenia (see 
above) (NICE, 2009). Eurthermore, CBT had to be delivered by a specialised 
therapist, participants had to have a diagnosis of schizophrenia or sehizophrenia 
related disorders as elassified by the DSM IV (Ameriean Psychiatrie Assoeiation,
1994) and standardised outcome measures had to be used. Additionally articles that 
provided a clear and detailed account of the RCT were considered. Seven articles fit 
these criteria, two were follow up studies of articles to be reviewed, thus five articles 
were evaluated (see table 1).
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Table 1- Articles to be evaluated
A uthors Article Title
Lewis e t  al. (2002). R a n d o m ise d  c o n t ro l l e d  tria l of  
cogn it ive  b e h a v io u ra l  t h e r a p y  
in ear ly  sch izo p h re n ia :  a c u t e -  
p h a s e  o u tc o m e s .
G u m ley  e t  al. (2003). Early i n te rv e n t io n  fo r  r e la p se  in 
sc h izo p h re n ia :  re su l ts  o f  a 12- 
m o n th  r a n d o m is e d  c o n tro l led  
tria l o f  cognit ive  b e h av io u ra l  
t h e r a p y .
Sensky e t  al. (2000). A ra n d o m is e d  c o n t ro l l e d  tria l of  
cogn it ive  b e h av io u ra l  t h e r a p y  
fo r  p e r s i s t e n t  s y m p t o m s  in 
s c h izo p h re n ia  r e s i s t a n t  t o  
m ed ic a t io n .
Valmaggla,  Gaag, Tarrier ,  P i jnenborg ,  
(2005).
a n d  Slooff C o g n i t iv e -b eh av io u ra l  t h e r a p y  
fo r  re f ra c to ry  psycho t ic  
s y m p t o m s  o f  sc h izo p h re n ia  
r e s i s t a n t  t o  a typical  
a n t ip sy c h o t ic  m ed ic a t io n .
Rector,  S e e m a n ,  a n d  Sega! (2003). Cognitive  t h e r a p y  for  
s c h izo p h re n ia :  a p re l im in a ry  
r a n d o m iz e d  c o n tro l led  trial.
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Results from the Literature 
Theoretical Model of CBT for Positive Symptoms
Cognitive behavioural therapy (CBT) emerged from the traditions of behavioural 
therapy in the 1950’s and cognitive therapy in the 1970’s. CBT proposes that 
behaviour, physiological arousal and affect are influenced by the interpretation of 
cognitions and that these components influence and interact with each other (Padesky 
& Greenberger, 1995). Central to this model is the idea that negative cognitions lead 
to negative effects on health. The aim of CBT is to create realistic interpretations 
which will affect emotions, behaviour and physiological sensations. The model 
operates on a continuum process explaining that mental illness arises from the 
exaggeration of normal processes.
A CBT model of positive symptoms of schizophrenia has been proposed (Garety, 
Kuipers, Fowler, Freeman, & Bebbington, 2001). It suggests two pathways that 
trigger positive symptoms. The first pathway explains that in predisposed individuals 
cognitive disturbances lead to abnormal conscious experiences, like heightened 
perceptions, actions, thoughts experienced as voices and two unconnected events 
appearing as linked. These experiences become psychotic due to the emotional 
changes that occur in response. Consequently, the emotions influence the cognitive 
experiences. Clients biased appraisals lead them to judge that the experiences are 
externally caused and personally significant (Garety & Freeman, 1999). Social 
isolation contributes to the psychotic appraisals by minimising the opportunity to 
find normalising explanations (White, Bebbington, Pearson, Johnson, & Ellis, 2000). 
The second pathway suggests that positive symptoms can be triggered by life events 
which cause disturbance in affect which in turn cause hallucinations and delusions.
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Maintenance of positive symptoms is sustained by 4 factors: biased reasoning 
processes, dysfunctional schemas and adverse social environments, emotional 
distress and negative appraisals of the actual illness. Thus Garety et al. (2001) 
suggests that the aim of CBT should be to reappraise mental disturbances as 
internally caused.
While this model is speculative previous empirical evidence provides support. Biased 
cognitive processing has been found in clients who experience psychosis (Garety & 
Freeman, 1999) and aversive social environments such as living within highly 
expressed emotional families is associated with development and maintenance of 
psychotic symptoms (Butzlaff & Hooley, 1998). As with all CBT models, this model 
can be criticised for placing too much emphasis on current difficulties. While CBT 
helps the client to learn strategies to overcome current problems, it does not aid in 
understanding the ‘root’ cause. This model also presents a simplified version of the 
development of positive symptoms and does not address organic possibilities.
There is growing evidence that CBT is an effective model in treating symptoms of 
schizophrenia (Kuipers et al., 1997). Additionally CBT does maintain its effects on 
reduction on positive symptoms in the long term (Kuipers, et al., 1998; Tarrier, et al., 
1999). However, on closer inspection it appears that evidence for the effectiveness of 
CBT is not as clear as portrayed. This review will proceed by grouping studies into 
whether CBT is administered early on or later in the disease course to explore 
possible factors which could influence the effectiveness of CBT.
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Early Intervention Studies
Birchwood (1995) suggested that CBT administered at early stages of schizophrenia 
lead to a reduction of positive symptoms. However evidence for this is not as robust 
as it appears. Lewis et al. (2002) investigated the effect of CBT on 309 clients (in­
patients or outpatients) who were experiencing first episodes of schizophrenia, by 
randomly assigning them to a CBT, supportive counseling or a routine care group. 
While they conclude that CBT does have ‘advantages over routine care alone or 
supportive counseling’ (p.91), this cannot be taken as providing statistically 
significant data that CBT is superior to other forms of psychological interventions for 
reducing positive symptoms.
PANSS, the positive and negative syndrome scale, (Kay, Fiszbein, & Opler, 1987) 
and the PSYRATS, the psychotic symptoms rating scales (Haddock, McCarron, 
Tarrier, & Faragher, 1999) were used to assess reduction in positive symptoms in a 6 
week treatment course of CBT. CBT lead to weekly improvements for positive 
symptoms on the PANSS (mean score at baseline 23.54 and mean score 13.03 at 
week 6). However there was also a reduction in the supportive counseling (mean 
score at baseline 23.33 and mean score at week 6 12.58) and routine care groups 
(mean at baseline 23.33 and mean score at week 6 13.67). Indicating that without any 
psychological intervention positive symptoms decreased naturally. There were no 
statistically significant differences between groups at weekly intervals, apart from at 
week 5 where CBT was significantly different to routine care groups.
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Auditory hallucinations significantly improved faster in the CBT group compared to 
the supportive counseling group. Furthermore, clients did slightly worse in the 
supportive counseling group compared to the routine care group (not statistically 
significant). However, there was no significant difference between clients in the CBT 
group compared to the routine care group. The importance of these results is that 
supportive counseling may have a detrimental effect on clients’ hallucinations.
At 18 month follow up there was no significant difference between CBT and 
supportive counseling in reduction of positive symptoms and the significant 
difference on auditory hallucinations between groups was no longer maintained 
(Tamer et al., 2004). Thus the effects of CBT may not be durable over time.
Gumley et al. (2003) similarly found that CBT did lead to a significant difference in 
positive symptoms compared to routine care after a 12 month period. They randomly 
assigned 144 out-patients in early stages of schizophrenia to a CBT or treatment as 
usual group (TAU). The PANSS assessed reduction in positive symptoms over a 12 
month period. There was a significant difference in the change of positive symptoms 
from baseline to 12 months when CBT was compared to the TAU group. However as 
the reduction of positive symptoms was a secondary measure detailed monthly 
results in reduction were not reported.
Unlike Lewis et al. (2002) CBT was initially delivered for 12 weeks for the 
experimental group. Clients were then assessed fortnightly for potential warning 
signs of relapse. If clients were displaying potential signs they were given two to 
three sessions of targeted CBT per week until their symptoms returned to baseline. 
38% of patients received the targeted CBT. Gumley et al. (2003) did not report 
results for those clients who received just CBT and clients who additionally received
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targeted CBT. Thus it is unclear whether there are significant differences between 
these two groups compared to the TAU groups. This limitation means that we cannot 
conclude how long CBT needs to be given and the intensity of CBT for there to be a 
significant change in positive symptoms.
Limitations and Strengths of Early Studies
Both studies should be commended for large sample sizes and small dropout rates. 
Both used manualised CBT which was administered by specialist staff, minimising 
the variations of CBT. Additionally Lewis et al. (2002) ensured that participants 
received similar amounts of sessions (16), indicating that effects could not have been 
due to increased therapist contact. However, number of sessions were not matched 
and clients receiving CBT received a greater amount in Gumley et al.’s study (2003). 
Thus results in that study could be a reflection of increased therapist contact.
Raters of outcome measures in the Lewis et al. (2002) study were blind to the 
allocation of the treatment group. This was not the case in the Gumely et al. (2003) 
study, leaving outcome measures open to experimenter bias.
Both studies failed to explicitly explain the protocol for the treatment as usual and 
routine care groups. No control was exercised over these groups, thus it is unknown 
if either of these groups were taught elements of CBT, which could be entirely 
possible in an NHS where the prime psychological therapy advocated is CBT. 
Furthermore neither study controlled for multiple comparisons. Specifically Lewis et 
al. (2002) had the same therapists deliver CBT and supportive counseling. 
Interventions would have been more robust if they had been delivered by separate
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specialist therapists. CBT was also administered differently across studies thus 
making it difficult to compare results across studies.
Chronic Studies
There seems to be conflicting evidence when CBT is administered to clients who 
have persistent positive symptoms. Sensky et al. (2000), conducted a randomised 
control trial of 90 patients who were experiencing enduring positive symptoms of 
schizophrenia which had not responded to medication. Clients were randomised to 
either a manualised CBT group or a non specific befriending control group (BF), 
where therapists were empathetic listeners. Clients received a mean of 19 sessions of 
either treatment. Change in positive symptoms was assessed using the 
Comprehensive Psychiatric Rating Scale (CPRS) (Asberg, Montgomery, Perris, 
Shalling, & Sedvall, 1978) at base line, immediately after treatment, and at 9 months. 
There were no significant differences in reduction of positive symptoms between the 
BF and CBT group at the end of the treatment period. Although there was a trend for 
CBT to lead to a slightly higher reduction of positive symptoms at the end of 
treatment (baseline mean score was 35.6 to 20.5) compared to the BF group (baseline 
mean score 36.1 to 22.9).
At 9 month follow up there was a significant difference in positive symptoms in the 
CBT group compared to the BF group. CBT clients continued to improve in 
reduction of positive symptoms (baseline mean score 35.6, end of treatment mean 
score 20.5 and 9 month follow up mean score 15.1), while the BF group scores 
actually got worse (baseline mean score 36.1, end of treatment mean score 22.9 and 9 
month follow up 26.6). Therefore it can be concluded that at 9 month follow up 
improvements in positive symptoms are sustained in the CBT group. At five year
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follow up the significant difference between groups for positive symptoms was not 
sustained (Turkington et ak, 2008). As no follow ups were reported between 9 
months and 5 years it is not known at which point CBT begins to lose its durability.
Similar results were found by Valmaggia et al. (2005), who found CBT compared to 
talking through feelings did not led to statistically significant differences in the 
reduction of positive symptoms at the end of treatment. Valmaggia et al. (2005) 
randomly assigned 58 in-patients who had persistent positive symptoms of 
schizophrenia to a CBT or supportive counseling group. The PANSS and PSYRATS 
assessed changes in positive symptoms at baseline, immediately after treatment (16 
hours of either treatment) and after 6 months. CBT led to a greater reduction in 
overall positive symptoms and delusions but there were no significant differences 
when compared to the supportive counseling group. The only statistically significant 
difference between groups was in respect of auditory hallucinations where the CBT 
group significantly experienced a reduction in frequency, duration, location and 
loudness. However this was not maintained at follow up. It can be concluded from 
this study that both types of therapy are effective in reducing overall positive 
symptoms but only CBT is significantly effective in reducing auditory hallucinations 
in the short term, which was also found in Lewis et al’s. (2002) study in early phases 
of schizophrenia.
Rector, Seeman and Segal (2003) investigated the effectiveness of CBT in clients 
who had persistent positive symptoms of schizophrenia by comparing CBT to a 
routine care group. A randomised control trial was conducted with a sample of 42 
clients who were randomly assigned to either 20 sessions of enriched treatment as 
usual group (ETAU) or CBT plus enriched treatment as usual group (CBT-ETAU).
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The PANSS was the primary outcome measure which was taken at baseline, 6 
months (after treatment) and 12 months. Immediately after treatment there was a 
statistically significant reduction of positive symptoms for both groups, but there was 
no significant effect of group.
At 12 month follow up these improvements were sustained in both groups and again 
there was no significant group effect. Thus this study shows that while CBT- ETAU 
does lead to a significant reduction in positive symptoms, significant and equivalent 
effects were also found in the ETAU group. These results could be discussed by 
looking at the ETAU group. Clients in the ETAU group received comprehensive 
psychiatric care management with medication reviews and clinical case management. 
Case management compromised of psychoeducation groups. These groups 
encouraged client empowerment, choice and increased social and occupational 
functioning. These concepts overlap with concepts taught in the CBT group, as 
clients were also given psychoeducation and encouraged to increase their 
socialisation. Thus it could be speculated that the significant results found in the 
ETAU group could mirror the CBT like therapy. Therefore results should be looked 
at with caution, although ultimately this study reports that CBT is not necessarily the 
most effective treatment for reducing positive symptoms in clients who are 
experiencing persistent positive symptoms of schizophrenia.
Limitations and Strengths of Chronic Studies
Strengths of these studies include that assessors were blind to client treatments. It 
terms of comparing data, the studies used maunualised CBT. CBT was administered 
by specialised therapists in the Valmaggia et al. (2005) and Rector et al. (2003) 
papers, however in the Sensky et al. (2000) study the same therapists gave both
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interventions, potentially leading to carry over effects. Dropout rates were nil in the 
Sensky et al. (2000) and Valmaggia et al. (2005) studies at follow up and only 8 
patients dropped out of the Rector et al. (2003) study.
Limitations of these studies include the small and unrepresentative samples. Sensky 
et al. (2000) identified clients from just two localities (Newcastle and London), 
Rector et al. (2003) only identified clients in two treatment centers in Toronto and 
Valmaggia et al. (2005) does not specify how many institutions clients were recruited 
from. It must also be noted that specifically in the Sensky et al. (2000) study 
significant differences were found in treatment centers, where there was a greater 
reduction in positive symptoms in the Newcastle group compared to the London 
group. As there were two therapists who provided both types of treatment to clients 
in their treatment centres, it could be speculated that outcome measures were affected 
by therapist’s characteristics. A further limitation is that as these studies all used 
different control groups it is also difficult to compare these data systematically.
Conclusions 
General Limitations of Studies and Review
In drawing robust conclusions from the papers reviewed here, one must note the 
overall limitations and strengths of the studies and of this literature review. In terms 
of general limitations of the studies it must be noted that all samples of participants 
were not representative, having only Caucasian participants who were predominantly 
male. Additionally clients were not diverse as none had dual diagnoses perhaps not 
reflecting real life. Participants were not systematically chosen but rather were 
selected on specific criteria. Three of the papers reviewed had insufficient sample 
sizes which could have affected the results reported (Rector et ak, 2003; Sensky et
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al., 2000 & Valmagga et al., 2005). Thus data cannot be generalised confidently to 
other clinical populations. While these studies were reviewed for their contribution to 
empirical evidence for the use of CBT in treating positive symptoms of 
schizophrenia, it must be highlighted that these studies were not primarily 
specifically investigating the reduction of positive symptoms.
When comparing results from this subsection of papers it must be noted that each 
study compared CBT to different control groups, apart from Lewis et al. (2002) and 
Valmaggia et al. (2005) who both compared CBT to supportive counseling groups. 
Due to these variations it is difficult to draw specific conclusions across studies. 
Similarly most of the studies used the PANSS as a primary outcome measure, 
however Sensky et al. (2000) assessed outcomes using the CRPS, thus this could lead 
to dissimilar results as measures may quantify and categorise symptoms differently. 
A future literature review could take this into account and only select articles which 
use the same control groups and outcome measures.
Strengths of the methodologies should be recognised. All studies used CBT which 
was specific to treating individuals with positive symptoms of schizophrenia and 
were manualised. All participants had a diagnosis of schizophrenia and were 
experiencing positive symptoms thus decreasing discrepancies about characteristics 
of participants. All of the studies succeeded in matching the amount of therapeutic 
contact clients had regardless of their assignment to specific groups. Only Gumley et 
al. (2003) did not. Thus it is unlikely that the results reported here reflect differences 
in amount of therapeutic contact time.
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Limitations of the literature review can also effect conclusions inferred. This review 
only evaluated 5 studies and 2 follow up studies, therefore it cannot be suggested that 
this is a comprehensive critical review of all of the empirical data looking at CBT 
and positive symptoms. However, only reviewing 5 papers means a more in-depth 
evaluation could be performed. The researcher performed data base searches and 
choose which articles to review, consequently personal bias would have affected this. 
However, the researcher was a naive reader in this field, therefore it could be 
speculated that this could have led to a more objective way of selecting papers as 
there were little prior expectations. To the authors knowledge there is not a review of 
this nature which specifically investigates the effectiveness of individual CBT for the 
treatment of positive symptoms from 2000-2010, thus this is a novel review which 
other researchers can further.
Main Conclusions
The NICE guidehnes stipulate that CBT is the psychological intervention of choice 
when treating clients who have a diagnosis of schizophrenia. In terms of being an 
effective treatment for treating positive symptoms, this review concludes that this is 
unclear. What is clear is that there seems to be no difference on whether CBT is 
administered early or later on in the course of the disorder.
It can be concluded that in terms of auditory hallucinations CBT is the treatment of 
choice when compared to supportive counseling, at either early or later stages of 
schizophrenia but not when compared to routine care (Lewis et ak, 2002; Valmaggia 
et ak, 2005). However, significant differences between supportive counseling and 
CBT in respect to auditory hallucinations are not maintained at 18 month follow up 
(Tarrier et ak, 2004).
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With the limited studies presented here in can be concluded that CBT is not 
significantly better at reducing positive symptoms when compared to supportive 
counseling, befriending group, and enriched treatment as usual group immediately at 
the end of treatment in early or later stages in the disease course (Lewis et al., 2002; 
Rector et al., 2003; Sensky et al., 2000 & Valmaggia et al., 2005;). It is apparent that 
all of these interventions also lead to reduction in positive symptoms; but CBT leads 
to a faster resolution. Therefore, being able to talk through symptoms with an 
empathetic listener or having general support can be of value.
In terms of significant differences over routine care groups it seems that CBT was 
only shown to be significantly better at reducing positive symptoms compared to 
routine care groups in follow up studies of 18 months (Tarrier et ak, 2004) at 12 
months (Gumely et ak, 2003) and after 5 weeks but not at 6 weeks (Lewis et ak, 
2002). Thus more research needs to look at this area more clearly.
These studies highlight that CBT is durable in the long term for up to 18 months over 
routine care (Tamer et ak, 2004), but not at 12 months follow up compared to ETAU 
groups (Rector et ak, 2003). Long term effects over supportive counseling groups are 
not maintained at 18 months (Tamer et ak, 2004) or five years compared to 
befriending groups (Turkington et ak, 2008). This indicates that the durability of 
CBT depends on which ‘control’ group it is compared to, and caution should be 
maintained when assuming that CBT is a robust long term strategy for treating 
positive symptoms.
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In terms of main objectives outlined, it can be concluded that the evidence base for 
the effectiveness of CBT for the reduction of positive symptoms is scant and 
inconclusive. Furthermore, the long term usefulness depends very much on which 
control group one is comparing CBT to.
Implications for Clinical Practice and Diversity Issues
In practice policies must reflect the mixed results. The NICE guidelines for 
schizophrenia (NICE, 2009) do reflect these results by recommending supportive 
psychotherapy should not be offered to clients suffering from schizophrenia unless 
they specifically request it. However, perhaps these policies additionally need to 
highlight that empathetic listening and psychotherapies can reduce the overall 
positive symptoms of schizophrenia and thus should not be completely discarded.
Practically clinicians and Trainee Clinical Psychologists should be aware that the 
evidence base does not show that CBT sustains its effects on positive symptoms for 
long periods of time. Clinicians could consider providing ‘booster’ CBT sessions at 
time intervals to keep relapses at bay. Additionally it appears that there is a role for 
empathetic listening and befriending in helping to decrease overall positive 
symptoms, thus Trainees should be wary in just concentrating on becoming skilled 
CBT therapists. It would be a mistake to ignore other models of psychology and the 
power of empathetic listening. Practically, perhaps clinicians could consider 
incorporating support groups in the treatment of clients who suffer from persistent 
positive symptoms and use their clinical judgment wisely if a client does ask for 
psychotherapy or counseling as treatment for auditory hallucinations.
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Diversity issues should be considered. Clients who suffer from schizophrenia may 
have dual diagnoses and other physical illness. Clients may also present from cultural 
backgrounds where seeking psychological therapies is not the norm. As the studies 
here mainly had Caucasian male participants with no dual diagnoses, clinicians 
should be cautious in applying these results to wider diverse populations. Clinicians 
should be aware of diversity issues and tailor treatment accordingly.
Implications for Theory
Theoretically the information presented here does provide evidence for the CBT 
model of positive symptoms (Garety et al., 2001). The model suggests the aim of 
CBT should be to reappraise mental disturbances as internally caused; the 
approaches used in the studies presented here did include this as strategy in therapy. 
However it must be noted that CBT does not lead to the elimination of such 
symptoms suggesting that other factors could account for symptoms including 
medication. Thus while the CBT model of positive symptoms seems viable, 
continued investigation specifically to test this model needs to be furthered and the 
model modified as needed.
Further Research
Literature seems to be scant on studies specifically investigating the reduction of 
positive symptoms using CBT. Further research could formulate studies with this in 
mind. Additionally studies here have compared CBT to supportive counseling and 
befriending groups; what is not known is how CBT for the reduction of positive 
symptoms would fair against systemic and psychodynamic therapies. Additionally 
other possible influential factors such as medication was varied in these studies, it
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could be the case that some medications could interact better with CBT therapy and 
aid in reduction of symptoms. This could be investigated further.
Future literature reviews could concentrate on qualitative studies investigating how 
clients with schizophrenia report the possible reduction in positive symptoms. There 
could be a discrepancy between what standardised outcomes report and how clients 
actually feel they have improved. Additionally literature reviews could examine the 
effectiveness of group CBT for reduction of positive symptoms and individual CBT 
to assess if they yield similar outcomes. However when conducting such studies 
researchers should be aware of ethical considerations of discontinuing an effective 
treatment once clients are benefitting and furthermore not allowing clients in the 
control group access to treatment which could potentially decrease relapses.
Personal Reflections
Initially I found the research topic challenging as I had no previous knowledge in this 
area and had difficulty accessing relevant papers. To manage the wealth of 
information I was strict with exclusion criteria, which on hindsight I feel has 
compromised the strength of this review. In future reviews I hope to evaluate a larger 
selection of papers. Additionally I found structuring the review challenging and on 
reflection feel that I could have grouped studies according to the ‘control’ groups 
CBT was compared to.
I did find this assignment useful and enjoyable and have incorporated these findings 
into my clinical practice; for example I am now aware of NICE guidelines and will 
endeavor to advise my clients in regards to recommended treatments. It has also 
become apparent to me the importance of maintaining theory and research links and
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ensuring that as clinicians we continue advocating the role of scientific practitioners 
to ensure we are aware of best practice for our clients.
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Abstract
It has been suggested that clinical psychology is in danger of losing it’s uniqueness 
in the National Health Service (NHS), as the NHS undergoes changes and roles of 
professions are merging. This essay argues that clinical psychologists do make a 
distinctive contribution to the NHS by providing formulation, assessment, 
therapeutic interventions and being trained as scientific practitioners. To keep the 
profession relevant to the dynamic NHS, the profession in the future needs to 
concentrate on being applied scientists and providing consultancy, supervision and 
leadership. Giddens’ model o f identity and attachment theory are briefly looked at to 
eonsider how professionals of the future may cope and adapt to the changes in their 
roles.
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Introduction 
Development of Clinical Psychology
The British Psychological Society (BPS) defines the core purpose of clinical 
psychology as 'to reduce psychological distress and to enhance and promote 
psychological well-being by the systematic application o f knowledge derived from  
psychological theory and data’ (BPS, 2010, p. 2). The BPS reports that clinical 
psychologists are more than just therapists in today’s NHS; they are 'scientific 
practitioners’ (BPS, 2010, p. 2.).
While the role of clinical psychologists have changed and adapted over the last 100 
years, the conception of the scientific practitioner is historically rooted in the early 
beginnings of the profession. Witmer, the founder of clinical psychology, set up the 
first psychological clinic in the USA in 1896 and founded the first scientific journal 
based on the field of clinical psychology. In 1924 the American Psychological 
Association (APA) recommended that clinical psychologists should be trained by 
emphasising the scientific practitioner model, which advocated a balance between 
scientific research and clinical work (Edelstien & Brasted, 1991). In the 1940’s the 
call for clinical psychologists to be trained as scientific practitioners was echoed at 
the Boulder conference in 1949. The training for clinical psychologists was outlined 
at the Boulder conference and proposed that they should be trained to be competent 
in research, scholarship and applied proficiency, which was unique and unlike 
training in medical schools of other allied professions.
After the Second World War clinical psychologists were encouraged to expand their 
therapeutic role from their previous focus on children and family to all ages and
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groups in society (Edelstein & Brastead, 1991). Interventions which had empirical 
evidence for their efficacy were implemented.
In the late 1980’s and 1990’s the rise of genetics, neurological research and the 
pharmaceutical industry led to the position of pathology being placed within the 
individual. During this climate, clinical psychology became more focused on 
individual therapies and emphasised protocol based competencies and cognitive 
behaviour therapy (CBT) (Hassal & Clements, 2011). While the mainstream focus of 
clinical psychology was now on therapy, a review of clinical psychology in 1989 
(Management Advisory Service (MAS), 1989) highlighted that while clinical 
psychologists had expert unique ‘level 3’ skills in delivering a wide variety of 
interventions, they should also provide consultation to other professionals who could 
deliver psychotherapy.
The NHS committed itself to being the sole funder of clinical psychology training in 
the 1990’s. The focus of the NHS was largely on the delivery of specific 
interventions and performance targets, which clinical psychologists, as part of wider 
teams, had to adhere to (Hassal & Clements, 2011).
Where are we Now?
In the last few years, government policies have slowly shifted the focus of clinical 
psychology away from just providing psychological interventions. The ‘New ways o f  
working’ (Department of Health, 2007b) policy has positioned clinical psychologists 
towards providing consultation to staff members and supporting them in providing 
basic psychological interventions to service users and advising teams in promoting 
psychological well being. Clinical psychologists have also received roles and
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responsibilities under the new Mental Health Act (Department of Health, 2007c), 
offering them formal powers in detaining and compulsory treating individuals.
With the introduction of initiatives like Improving Access to Psychological 
Therapies (lAPT) (Department of Health, 2007a), clinical psychologists find 
themselves in the position of providing less one to one therapy to service users, and 
instead providing supervision to psychological well being practitioners and providing 
leadership. It seems apparent, that NHS policies are calling for the profession to 
return to the roles that were set out in the MAS report in 1989 (Management 
Advisory Service, 1989).
The next section of this essay will explain the distinctive contribution that clinical 
psychologists make in today’s NHS before discussing how the profession should be 
concentrating its efforts in the future.
Contribution to the NHS 
The Scientist Practitioner Model
One of the distinctive contributions that clinical psychologists have always provided 
the NHS with is the scientific practitioner model (Garfield & Kurtz, 1976). Robert 
Sternberg, the president of the APA, defined the scientist practitioner model well 
when he said, maAe ong .ygt q/" c/azmj
a/zot/zgr. S'czezzcg zzz/brzzz.y ;?mctzcg azzc/ practzcg zz^rzzz.y .yczezzce’ 
(Sternberg, 2003). Thus, the role of clinical psychologists is to base their clinical 
practice on science and provide therapies and psychological ways of working based 
on up to date research. Consequently, clinical psychologists are continually 
broadening their knowledge base and using evidence based practice to ensure the
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optimal outcome for service users. While psychiatrists, general practitioners (GPs), 
counsellors and other professionals are expected to keep up to date with changes in 
their fields, clinical psychologists are distinct in that they are expected to carry out 
primary research as part of their clinical practice.
As clinical psychologists are trained as scientists, they have skills in critical 
evaluation, analysing outcomes and adapting techniques. Such a profession is 
invaluable to the NHS who sees an array of complex clients from culturally diverse 
backgrounds and ever changing service models. As scientists, clinical psychologists 
can transfer their skills to these situations and help to make recommendations to 
policy makers, commissioners and teams. While other professions may have had 
training in research as part of their career progression, they are not formally trained 
as both researchers and practitioners with an equal emphasis on both.
A distinct contribution that clinical psychologists add to the NHS is that of 
considering ethical issues. Due to the dual training as practitioners and scientists, 
clinical psychologists have a broad understanding of ethical considerations. This is 
highly important in an NHS, where the service delivery is highly focused on 
outcomes and treatment plans, and there is the added pressure of ‘payment by 
results’ (Department of Health, 2010). Clinical psychologists are able to bring ethical 
considerations to the team’s awareness. I have personally had an experience o f this 
as a trainee clinical psychologist in a team meeting, where the service wanted to pay 
service users with a diagnosis of psychosis to take medication. Using my skills as a 
scientist practitioner, I raised the question of ethics, which led to a full discussion by 
the team. Without a profession who are trained competently in research skills, ethical 
considerations may be overlooked.
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Not only is the scientist practitioner model valuable to the NHS, it is distinctive to 
clinical psychology and sets it apart from other professions. Touyz (1995) warned 
that clinical psychologists who lose sight of the scientist practitioner model would be 
in danger of becoming indistinguishable from social workers, psychotherapists, 
counsellors or nurse consultants.
Assessment, Formulation and Therapeutic Alliance
Clinical psychologists, like other professions, are trained to take full comprehensive 
assessments from service users. One unique contribution that clinical psychologists 
make in terms of assessment is that they are trained in using psychometric 
assessment tests. While educational psychologists are able to use psychometric tests, 
they are often trained to use parts of tests, rather than full batteries. Only clinical 
psychologists in a multidisciplinary team are trained competently in psychometric 
testing, without having to have had extra specialist training, like neuropsychologists. 
For example, only clinical psychologists in older adult services are able to carry out 
psychometric tests with clients who may be presenting with dementia (Molinari, & 
Hartman-Stein, 2000).
Another important role in assessment is that clinical psychologists are able to assess 
the needs of carers and family members. Working in this way, not only ensures that 
carer’s needs are met but it also ensures that any factors within the family which may 
be maintaining problems, are brought to awareness and resolved. This is an 
important contribution as psychiatrist’s and G P’s whose training is based mainly on 
the medical model, may only traditionally assess the individual client.
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While other professions may attempt to assess the whole family’s psychological well 
being, clinical psychologist’s training ensures that this can be done in great depth. 
Critics would argue that lAPT workers and counselling psychologists can assess 
service user’s needs just as well as clinical psychologists. However, the unique 
contribution of the profession is that they are trained to understand service users by 
drawing on a range of psychological models and theories. lAPT workers will have 
had basic training largely rooted in CBT (Department of Health, 2008) and 
counselling psychologists are trained in such a way that they tailor their learning to 
the specific type of therapy that they want to provide in the future.
Clinical psychologists are not just trained to use traditional methods e.g. interviews 
to gather assessment information, but also to use systematic observation in a range of 
contexts, e.g. school observations and interactions between healthcare professionals 
and service users, which is another unique contribution.
Critics may argue that while other professionals may not be trained in using a variety 
of assessment techniques, they still do use a range of methods. However, due to 
clinical psychologist’s training in assessment, I have observed that services value this 
role and it is highly regarded. Thus, clinical psychologists can have up to four or five 
sessions to take assessment information, which is in contrast to other staff members 
who often only have one session. In lAPT services, staff only have forty five minutes 
to assess service user’s needs (Department of Health, 2008).
Following on from assessment, clinical psychologists make a distinct contribution to 
the NHS in the form of formulation. Clinical psychologists use their scientific 
training to gather assessment information and synthesize this to draw up formulations 
based on psychological theories, on the strengths and needs of clients, how needs
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have been developed and are maintained. As clinical psychologists are trained in a 
variety of psychological models, they are able to use this knowledge to create 
formulations which best fit service users rather than fitting service users to one 
model. While lAPT workers do formulate, they often do so using just CBT models 
(Department of Health, 2008). Similarly, while psychiatrists and GPs may also 
formulate, they may be based on solely medical models. Counselling psychologists 
are trained in formulation, but as mentioned above, their training is not as eclectic as 
clinical psychologists’ and therefore they may only be able to draw on a limited 
range of psychological models.
Importantly underpinning the unique contributions that the profession provides in 
terms of assessment and formulation, is clinical psychologists’ ability to build and 
maintain therapeutic alliances. In my experience, service users view clinical 
psychologists as professionals who work collaboratively with them. Traditionally 
clinical psychologists role is not to force service users to accept treatment but to 
enhance their psychological well being, depending in what stage of readiness they 
are at. For example in terms of the stages of change model (Prochaska & 
DiClemente, 1983), service users who are in the pre-contemplation stage of change, 
can benefit from clinical psychologist’s input in helping them to move to the 
contemplation stage of change, rather than being coerced to undertake therapy. This 
has been particularly highlighted to me personally on a placement in a young 
offenders team. Much of the focus of my work here was to provide young persons 
with a positive therapeutic alliance and engage them into the service rather than 
offering formal interventions. I hoped that providing them with a positive
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relationship with a professional would encourage the young person to seek help in 
the future when they had moved to the action stage of change.
Critics would argue that changes to the Mental Health Act (Department of Health, 
2007c) mean that clinical psychologists may compromise their traditional roles of 
collaborative working and instead enforce compulsory treatment. While this is a 
concern, it must be remembered that clinical psychologists are trained to ensure that 
they work by having the service user’s best interests at the forefront o f their minds.
Therapy
It has long been documented that clinical psychologists are not the only profession 
who are able to provide psychological therapies (Management Advisory Service, 
1989). The introduction of lAPT services have not only ensured that psychological 
therapies are more widely available, but they have added to the perception that 
clinical psychologists are not needed to provide psychological based treatments.
However, clinical psychologists are still the only profession who are uniquely and 
distinctively trained extensively in providing more than one type of psychological 
therapy. Therapists and counsellors are usually trained to specialise in one particular 
type of therapy, thus meaning that clients have to fit within a particular model and 
work within its constraints. Furthermore, lAPT workers who use manualised CBT 
are not trained to think flexibly or holistically (Department of Health, 2008). By 
value of their training, clinical psychologists are able to draw on a number of models 
of therapy and are able to provide creative and novel interventions that fit with each 
individual service user’s needs.
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The Future of Clinical Psychology
As clinical psychology progresses into the next decade, I believe that the future of 
the profession is firstly, not to lose sight of the distinctive contribution that it 
currently provides the NHS. Clinical psychologists need to advocate their expertise 
in these areas to the services that they work in and prove that they have a distinctive 
role from other therapists in the team. Additionally, it is important that in an NHS 
which is focused on working collaboratively with service users and advocates that no 
decision should be made about service user’s treatment without them (Department of 
Health, 2010), that clinical psychologists promote their role to service users and 
listen to what they would like clinical psychologists to provide them with.
I believe that current changes in NHS policy, for example New Ways of Working 
(Department of Health, 2007b), provides a framework that gives clinical 
psychologists the opportunity to prove that they have distinctive skills. Clinical 
psychologists of the future should continue to offer therapy, albeit to the most 
complex service users, but should move away from solely providing interventions. 
The future of profession should be concentrating its efforts by using all of the 
flexible and broad skills that that have acquired through training.
The next section of this essay will detail how I think clinical psychologists should be 
focusing their efforts in the future.
Applied Scientists
In my view, clinical psychologists need to return to the level three skills outlined in 
the MAS report (Management Advisory Service, 1989). The MAS report highlighted 
that clinical psychologists have three levels of skills. Level one includes skills of
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empathy and personable qualities that are not unique to clinical psychologists. Level 
two skills include learned techniques such as following manualised therapeutic 
approaches, which in today’s NHS have been taken on by lAPT workers and other 
professionals. Level three skills are skills that are unique to clinical psychologists, 
draw on all available theories and psychological principles, and apply these to 
complex issues o f health and healthcare. These skills also echo Shapiro’s model of 
clinical psychologists (1967) where he proposed a variant on the scientist practitioner 
model and called for the profession to be applied scientists. Shapiro proposed that 
clinical psychologists should make the science of psychology available to the NHS 
and apply the scientific principles of observation, hypothesis generation and 
hypothesis testing to individual clients and work scientifically in every aspect of their 
clinical work (Shapiro, 1985).
As NHS policies advocate clinical psychologists being leaders and taking on 
consultancy roles (Department of Health, 2007b) the idea of being applied scientists 
and therefore applied clinical psychologists, fits with the future NHS.
Working as an applied clinical psychologists ensures that the understanding of 
human distress, critical evaluation skills, ability to synthesis and analysis outcomes, 
aids teams to be psychologically minded and help to inform healthcare decisions 
based on rigorous science. Thus, rather than working solely with service users in 
therapeutic contexts, clinical psychologists should be working with and through team 
members to indirectly support the psychological well being of service users.
As applied scientists, the emphasis of the future profession should also be on 
continuing to conduct research, which will inform healthcare decisions and ensure 
that other healthcare professionals are supported in the delivery of evidence based
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practice. I feel that this is particularly important in an era where psychological 
therapies are becoming increasingly manualised and the NICE guidelines advocate 
specific types of therapy over others. Advances in psychological therapies and 
thinking can only progress if applied clinical psychologists continue to carry out 
research and apply scientific thinking to their everyday practice.
Another important area of research that applied scientists of the future should be 
focusing on is service user’s perspectives o f clinical psychologists. This is essential 
to support the development of health services that clearly reflect the needs of service 
users rather than just conforming to government initiatives (Minogue & Girdlestone, 
2010). However, it should be noted that due to a lack of resources in the NHS, 
service user’s perspectives may get overlooked. Taking the position o f applied 
scientists, clinical psychologists are in the best position to try and ensure that service 
user’s voices are heard.
Consultancy and Leadership
Applied scientists of the future should also be focusing their efforts into consultation 
and leadership skills, which were also cited as level three skills outlined in the MAS 
report (Management Advisory Service, 1989).
As explained previously in this essay, as clinical psychologists are the only 
profession to be trained in providing extensive models of therapy, and trained as 
scientist, they are perfectly positioned to advise staff members of the best way to 
promote psychological well being for service users. Clinical psychologists have a 
wealth of knowledge in understanding human distress from different perspectives 
and a variety of experiences to draw upon, due to the fact that they are trained to
44
work with individuals and families across the life span and work with service users 
who range in mild to severe difficulties in various contexts. Such experience ensures 
that the profession can act as consultants and provide leadership to services to 
develop sophisticated formulations and help to create interventions in novel contexts. 
Furthermore, clinical psychologists can then evaluate such interventions to inform 
future practice (Lake, 2008).
While traditionally, consultant psychiatrists have taken consultant and leadership 
roles within multidisciplinary teams, clinical psychologists can work collaboratively 
with psychiatrists to ensure that the medical model of client’s distress and needs are 
challenged and other perspectives are brought into awareness and discussed.
Consultations could take the form of group sessions where case studies are presented 
and joint formulations are created. This type of consultation will help teams to 
develop a joint understanding of service user’s strengths and weaknesses and 
recognise how they may be acting out a particular process with service users and 
how this can be understood by looking at the client’s personal history (Lake, 2008). 
This joint understanding will lead to better outcomes for the service user.
Critics may argue that taking on consultancy and leadership roles, positions clinical 
psychologists as experts and may create an uncomfortable power dynamic within 
teams. However, it has been suggested that clinical psychologists could approach 
consultation sessions and facilitate leadership roles by offering a space for members 
of the team to reflect on the work they are doing with service users and then 
encourage them to think in more flexible and broader ways. In this way, clinical 
psychologists acknowledge the skills that staff have and empower them (Lake, 
2008).
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Supervision
Applied clinical psychologists of the future should focus their efforts by 
concentrating on their therapeutic skills by providing supervision to therapists. 
Clinical psychologists can again draw on their training to help facilitate creative 
interventions and encourage therapists to take a holistic approach rather than relying 
on manualised therapies. Clinical psychologists on a higher banding should also be 
concentrating their focus in the future on supervising clinical psychologists of lower 
bandings and giving them the opportunity to supervise other staffs work. This will 
help to prepare clinical psychologists for the complex cases they will be supervising 
as their career progresses.
Challenges of the Future 
Training
While changes in policy are advocating that clinical psychologists of the future focus 
their skills in a broader form and essentially become applied clinical psychologists, 
there are challenges that need to be overcome.
One such challenge is in the form of clinical training. All clinical psychologists must 
complete a doctorate in clinical psychology to practice in the United Kingdom. Part 
of this training includes coursework assignments and gaining the relevant clinical 
experience as set out via a contract. As a clinical trainee, I am expected to produce 
four case reports which detail clinical work that I undertook. The restrictions are that 
one report must be a neuropsychological report, which will help me think in a 
broader way and use my psychometric testing skills which are unique to clinical 
psychologists. The remaining restrictions are that a maximum of two case reports can
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be based on a CBT model and the last report must be based on a different 
psychological model. There are no criteria that specify that 1 must produce case 
reports that show my leadership or consultancy skills. Thus, unless you are on a 
placement where your supervisor has a primary consultancy or leadership role, it is 
unlikely that such skills will be competently gained or assessed formally. Similarly, 
the criteria set out in contracts mainly focuses on having completed a specific 
number of assessments and delivering a specific number of direct interventions. 
There is section on consultancy and leadership in contracts, but this is given less 
weighting.
Changes in training need to emphasise more directly the skills that future clinical 
psychologists will need. Only then will future clinical psychologists be competent 
applied scientists. It must be noted however that, I am coming from the position of a 
trainee clinical psychologist on a specific training course and that other clinical 
doctorate courses may have already made changes in training.
Services
Another challenge is the actual structure and resources available in the NHS. Clinical 
psychologists often work within multidisciplinary teams, for example in community 
mental health settings. Such settings often consist of psychiatrists, psychologists, 
social workers and support workers. These settings often have a hierarchical 
structure, with consultant psychiatrists taking on consultant and leadership roles. 
Therefore, if clinical psychologists are to move into or share such roles, there needs 
to be a restructuring of teams and a move towards working collaboratively. As a 
trainee, I have experienced this hierarchy in both of the community mental health 
teams I have worked in. However, my placement in a young offenders team, where
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there is less of a hierarchical structure and an emphasis on all staff members working 
together, I have seen that clinical psychologists can competently take on consultancy 
roles and be viewed by staff and service users as ‘natural’ leaders.
NHS resources are limited in the current economic climate. Under such pressure 
there may be little scope for clinical psychologists to carry out research to inform 
practice and healthcare decisions (Shapiro, 2002). To aid clinical psychologists of the 
future to continue with research and fight for resources, they should be encouraged at 
the beginning of their training to publish any research they have undertaken and to 
see the continued importance of conducting research. Additionally clinical 
psychologists need to share the importance of research with organisations and service 
users by ensuring that they are involved in research and are aware that outcomes of 
research may directly affect the services they provide and are given.
Clinical Psychologist’s Identity and Service Users Perspective’s
Another challenge to overcome will be the way in which clinical psychologists cope 
and adapt to their changing roles in the NHS. Gidden’s model o f identity and 
modernity (1991) provides a framework to explore the concept of identity. Giddens 
proposed that identity is grounded in cognitive, emotional and existential certainty, 
which enables actors to develop a secure sense of who they are. This identity is then 
anchored in familial socialisation, group membership and communities where there 
are shared values, habits and routines, which provide actors with a source of 
identification and differenation. Giddens explained that occupational identities are 
acquired through shared repertoires values and motives that contribute to a sense of 
identity and solidarity within the community.
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This could translate to clinical psychologists in the NHS who have had an identity as 
being sole providers of therapy. This identity has been sustained as service users and 
other professions also share the same ideas o f their role. Gidden’s model theorises 
that modernity has led to changes in social relationships and changes in shared 
values. Thus leading to situation where actors need to continually reflect upon and 
re-author their sense of self and identity in the context of changes. Giddens proposed 
that to adapt actors have to keep ‘their narrative going’ (Giddens, 1991, p. 54).
For clinical psychologists, changes in the NHS mean that their narratives of who they 
are, need to be adapted and ‘kept’ going and are consistent with their new roles. 
Having to change the narrative of your identity can be anxiety provoking for clinical 
psychologists who have been a part of teams where their role has been kept constant 
and based on traditional roles of providing just therapy, for years. However, having 
to change narratives can also be exciting and provide a degree of liberation, 
providing that individuals can find a new identity that fits within the context of 
changes (Giddens, 1991).
Service user’s perspective will be important, as to whether clinical psychologists can 
find a new identity. Service users may be very used to perceiving clinical 
psychologists as the providers of psychological therapy. Therefore, when these 
therapies begin to be provided by other practitioners, service users may reject this 
change, which may impact on therapist’s, clinical psychologist’s and whole team ’s 
identities. Further, service users may then begin to view clinical psychologists as not 
having a secure identity within the NHS and not see the value of the profession. This 
is incredibly important in an NHS where the ethos is that service users should have a 
say in every decision that is made about them (Department of Health, 2010). If
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service users do not see the value of clinical psychologist’s new identity then the 
profession may find their roles in the NHS redundant as well as not being able to 
‘keep their narrative going.’
To create secure new identities in the NHS, clinical psychologists will have to 
identify with the N H S’s ideals and values (Klein, 2006) and promote their new 
identities within teams and to service users, so that their identity is anchored within 
the solidarity of the community, to help to maintain their narrative.
In creating new narratives, clinical psychologists also need to ensure that they are 
incorporating service user’s perspectives on what they would like from future clinical 
psychologists to ensure that their roles are anchored in communities who have shared 
values. In part, clinieal psychologists ensure that their roles do fit with service user’s 
perspectives of what they want from clinical psychologists, as many doctorate 
courses ensure that service users are involved in the selection process of trainee 
clinical psychologists.
Research has found that service users value clinical psychologists who offer warmth, 
respect clients, have an ability to listen, have a non-judgmental attitude and are 
emotionally strong (Youngson, 2009). Additionally, service users reported that they 
valued clinical psychologists who were able to use language that was easy to 
understand. Clinical psychologists need to pay special attention to this when they are 
creating their new narratives and ensure that they convey their new roles in an 
understandable way. Clinical psychologists of the future need to ensure that they are 
constantly evaluating and researching service user’s wants and needs are and 
adapting their identities to fit with this. However, challenges will be met when 
government polieies may not be congruent with serviee user’s perspeetives. In these
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situations, clinical psychologists need to be adaptable and find roles and identities 
that accommodate differing perspectives.
Waring and Bishop (2011) proposed three types of identities that healthcare 
professionals can take on during the changing of work roles: pioneers, guardians and 
marooned. Pioneers are able to reflect upon their change in role and view it as an 
opportunity to re-invigorate their clinical practice. They view changes as an 
opportunity to acquire new responsibilities, extending their role and creating new 
inter-occupational relationships. The guardians interpret change as an eroding of 
principles and values and seek to maintain their current identities. The marooned 
group, find it very difficult to change and feel a sense of loss and anxiety as their 
identities alter. They are less able to construct new identities and create new 
narratives. Their narratives usually consist of ideas of wanting to return ‘home’ even 
if that results in a loss of occupation or pay.
In relation to these identities, if clinical psychologists are to remain in the NHS and 
welcome new roles, I believe they must be trained to be pioneers. That is, they 
should look at the changes in the NHS as an opportunity to reassert their level three 
skills and be applied scientists.
Limitations of Giddens’ Model
Gidden’s model lacks empirical research in terms of specifically evaluating whether 
clinical psychologists in the NHS create identities as other healthcare workers do. 
While this model can help us to understand how individuals can create new 
identities, the model does not look at attachment and how attachment styles could 
hinder or enhance their ability to take on new roles (Bartholomew, 1990). It has been
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suggested that in adulthood, through the process of de-idealization, when attachment 
figures are no longer perceived as stronger and wiser, adults form attachments to 
other entities such as social institutions to provide them with a sense of security 
(Mayseless & Popper, 2007). Therefore, if these institutions change and adults 
perceive them as no longer providing security, it could activate childhood 
attachments. For example if an individual had a compulsive care giving attachment 
style as a child and this is activated, it could hinder an individual’s capacity to seek 
assistance as they adapt to new work roles as an adult.
Other factors that have not been considered by Gidden’s model or attachment theory 
could influence how clinical psychologists adapt to new roles. Such factors could 
include whether clinical psychologists have had time to prepare for their changing 
role. Cultural background may be a factor that could affect whether new roles are 
endorsed. Individuals from collectivist backgrounds such as Japan, may find the 
transition to new roles easier as they are motivated by the norms and duties imposed 
by social institutions such as the NHS. However, individuals from an individualistic 
culture may find the new roles harder to grasp as they value their own personal goals 
over goals of social institutions. Such factors should be considered by teams and 
organisations as changes are implemented.
Conclusions
In conclusion, clinical psychologists do provide distinctive contributions to the NHS. 
Future clinical psychologists should focus their efforts on being applied scientists 
and working through and with organisations to promote psychological well being.
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To ensure that new identities are created and embraced, future clinical psychologists 
need to take on the views of service users and other professionals and promote their 
new roles.
It must be noted that a shortcoming of this essay is that while it tried to provide a 
critique against the unique contributions that clinical psychologists provide, this 
essay is biased as it is written from the position of a trainee clinical psychologist, 
who is trying to defend the career and promote the future of her profession. 
Additionally this essay only concentrated on a few of the distinct contributions that 
clinical psychologists provide the NHS with, however as clinical psychologists work 
within a variety of teams and settings in the NHS, the nature of their distinct 
contributions may vary from one clinical psychologist to another.
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Problem Based Learning Account 1:
A reflective account of the problem based learning exercise 
‘^the relationship to Change”
March 2011
Year 1
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Introduction
To write a reflective account of the problem based learning (PEL) exercise I decided 
to write a narrative in the first person. 1 will reflect on: the task, the group process 
and the content of the presentation. Throughout the account I have tried to reflect on 
how the learning experience has impacted upon my clinical practice now and will so 
in the future.
The Task
In the first few days of clinical training, 1 was introduced to the personal professional 
and development group (PPDG) and the concept of a problem based learning task 
(PEL). I remember feeling excited at the prospect of beginning to work on a task 
straightaway and was looking forward to hearing more details. The next day my 
excitement turned into anxiety, as 1 was told that the task was to produce a 
presentation on ‘the relationship to change’, which we would present to the rest of 
the year group in six weeks time. 1 am now aware that my anxiety was due to the 
abstract nature of the title of the presentation. I am now able to reflect that the very 
abstract nature of the task has allowed for the facilitation of my learning and has 
prepared me for situations in clinical settings where clients do not present with clear 
concrete difficulties.
After our facilitator explained that it was up to the group to determine how to 
approach and conceptualise the PEL task, I remember feeling very angry, as 1 was 
accustomed to more guidance from facilitators having been a part of academic 
groups. Having read literature on group processes, I am now aware that often new 
groups form a dependence on facilitators as they are perceived to be more 
knowledgeable than other group members (Wright, 1989). This information has
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helped me to understand and normalise my frustrations at the time. This experience 
has enabled me to identify with clients who present in therapy sessions as wanting 
concrete guidance from me as a therapist and expecting me to have definite answers 
to their difficulties.
The Group Process
The first session passed very quickly and we collaborât!vely decided that each 
meeting should have a ‘chair’ and a ‘scribe’. 1 immediately felt myself wanting to 
take the role of ‘ehair,’ as 1 felt that it would be a relatively easy way of getting other 
group members to notice my abilities. It was important to me at the time that the 
group did perceive me to be a valuable member. At this point, 1 remember thinking 
back to a previous Clinical Psychology Doctorate interview where they did not offer 
me a place as they felt 1 was lacking in group skills. In retrospect, 1 can see that 1 was 
seeking reassurance from the group that 1 was and could be a valuable member. I 
consciously and successfully shied away from volunteering to be a ‘scribe’ as I had 
no prior experience of that role and felt I would appear inadequate. Reading that 
.yenfe/icg m r/ze jorejgnf mg, /  Aavg 6y ngw
that encourage me to learn and challenge my way o f thinking. On reflection, I realise 
that volunteering for roles that I only felt comfortable with was my way of reacting 
to what I perceived to be a competitive environment at the time. Now I can reflect 
that I was actually feeling very overwhelmed and vulnerable at the prospect of 
clinical training.
59
Forming, Storming, Norming, Performing
Having had time to reflect and read literature on group processes I now have a 
greater understanding of the stages that our group went through during the task. 
These stages were ‘forming,’ ‘storming,’ ‘norming’ and ‘performing’ (Tuckman, 
1965).
Tuckman (1965) characterised forming as the initial stage where the group orientates 
to the task, creates ground rules and establishes relationships with others. We 
dedicated the first session to creating ground rules. I felt that at this stage all the 
group members were being overly serious. I found this atmosphere very unnerving, 
as I had wanted us as a group to leam more about each other’s personalities before 
we began creating rules. Therefore, I took it upon myself to create a more relaxed 
environment by suggesting that one of the rules should be to have a biscuit rota. The 
group laughed but accepted my suggestion, which I think, helped to create a less 
tense environment. This seemed to aid us to talk in a more open way and exchange 
information about each other. Although I am now able to see that at this stage we 
only shared ‘safe’ information about ourselves like where we lived. Such ‘small talk’ 
is in line with Schütz’s (1958) theory that at the beginning of the forming stage group 
members will engage in small talk to reduce anxiety. I have used this learning 
experience and knowledge in the Hearing Voices Group I currently facilitate. The 
nature of the group means that each session is attended by a different variety of 
members. I have observed that one successful way to decrease anxiety in the first 
part of the group is to create safe ‘small talk.’
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Storming is characterised by intergroup conflict where opinions become polarised. 
Initially our group remained in agreement about the task as we began to generate 
ideas. As time progressed, our ideas became polarised around whether we should 
present just one model of change or whether we should present various factors that 
could contribute to change by drawing on a variety of models. I did feel that I was 
able to express my opinions but I also was eager to proceed with the task and 
therefore was keen to resolve group conflicts and not voice my views too strongly. I 
noted that all group members seemed to act in a similar way, which looking back I 
attribute to our collective anxiety about producing a presentation.
Norming is the third stage where the group develops cohesion and accepts member’s 
idiosyncrasies. In our group, we all seemed to have a strong desire to overcome 
conflict. Consequently, we decided to find a way in which to integrate everyone’s 
ideas rather than cause conflict. Looking back, I think our desire to try to please all 
group members meant that our final presentation appeared, in my eyes, patchy. I 
have been able to use this experience in my subsequent clinical practice in team 
meetings. I am now able to appreciate that storming and norming ensures optimal 
care for service users as a variety of solutions, and options are discussed. However, I 
am also mindful of the importance of ensuring that norming is in the interest of 
service users, rather than to please team members.
The final stage is performing which Tuckman (1965) characterised as the period in 
which group members take on roles to complete the task. Our group managed this 
very well and we all volunteered in taking on parts of the research and presentation. 
On retrospect, I feel that this stage had the potential to create a stressful environment. 
However, it was a productive and enjoyable time. Looking back, I am able to see that
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this was as we had all worked collaboratively with each other. Having now had a 
personal experience of the usefulness of collaborative working and having had time 
to reflect on this, I ensure that in therapy sessions I work collaboratively. I have 
noticed that clients who do not work collaboratively tend to terminate treatment 
prematurely. Additionally, I have realised that I cannot change individual’s 
difficulties alone. However, by working collaboratively the service user and I can 
discover the best ways in which to approach their difficulties.
While I have been able to draw on my experiences of the group process and clinical 
experiences by relating it to Tuckman’s model (1965), I realise that our group 
process was not linear as this model suggests.
The Presentation
We decided to focus on factors that could facilitate change in clients and ourselves 
by drawing on a range of models and illustrating them using our own personal 
experiences. A strength of this approach was that it enabled me to think broadly from 
different perspectives about the ‘relationship to change.’ This approach has allowed 
me to have a deeper understanding of possible barriers that both service users and I 
may bring to therapy, which could hinder service user’s motivation to change. 
Personally I have found that the Prochaska and DiClemente’s Stages of Change 
Model (1983) to be most helpful for me to understand processes that my service 
users may be experiencing. I have reflected that I am often eager to move service 
users into the ‘action stage.’ I now realise that this will not be possible if  service 
users are still in the contemplation stage and that my role in these situations is to aid 
them to proceed to the next stage of change when they are ready. I am now aware
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that often my eagerness is due to time pressures in the NHS and I endeavour to be 
more mindful of this in the future.
In hindsight, I feel that a weakness of our presentation was that it appeared 
disjointed, as we introduced many models in a short space of time but did not explain 
or critique them in detail. Additionally we did not consider the role of carers. Having 
reflected on this I am now passionate in understanding the changes they undergo. 
Thus, I have actively decided to participate in a monthly carers group to understand 
their concerns and positions in my current placement. I hope to continue to be able to 
involve carers in my future career.
Immediately after the presentation I felt disappointed. I had a profound sense that our 
presentation was not as captivating as groups who had used role plays. In 
comparison, I felt that our presentation was boring and did not reflect the amount of 
hard work we had invested in the task. In hindsight, I believe that my initial reactions 
to the presentation were quite harsh. I am now able to attribute this to the high 
expectations that I had at the time of trying to impress other trainees and appear as a 
competent member of the cohort; as I believed it would affect people’s opinions of 
me as a competent practitioner. Having now had time to reflect on the task and 
having had time to resolve my own fears about appearing inadequate, I am very 
proud of the way we managed the task. I feel that our presentation was original as it 
explored possible contributory factors influencing change rather than sticking to one 
specific model, as almost all of the other groups had.
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Summary of Overall Main Learning Points
Reflecting back on the process of the PEL task I am now able to appreciate that it’s 
abstract nature has broadened my way of thinking and introduced me to the 
advantages of group learning. One of the main learning points that I have drawn from 
the exercise is the role of facilitators. Eefore I began this task, I had the perception 
that facilitators are always directive and authoritative, especially in group settings. I 
am now able to appreciate that another role that facilitators can take is one of 
distance. I have found this to be of particular relevance to me in a Hearing Voices 
Group that I facilitate, where the role of the facilitator is to ‘allow everyone to have 
their say’ and share their experiences of hearing voices, rather than being directive 
(Newton, 2007). The PEL task has prepared and given me confidence in facilitating 
such groups independently.
Another important learning curve for me highlighted by the exercise is diversity. The 
members of my group ranged in ethnic backgrounds, values and ages. I have 
reflected that such diversity allowed me to view the task from different perspectives. 
I have observed, that in a Hearing Voices Group and a Cognitive Stimulation Group 
that I run, it is often groups that are comprised of a diverse range of clients that 
create a wider range of useful ideas when considering a particular issue. Interestingly 
the literature suggests that diverse groups perform better on solving creative 
problems (Troyer & Youngreen, 2009). The PEL task and subsequent clinical 
practice has enriched my way of thinking and allowed me to embrace working with 
clients from diverse backgrounds in both group and individual settings. Flexible 
thinking is particularly important to Clinical Psychologists working in a diverse and 
dynamic NHS and who are currently defending the uniqueness of their role against
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therapists who may have one specific way of thinking (for example cognitive 
behaviour therapists).
Overall this task was a positive learning experience which has allowed me to prepare 
for my role as a Trainee Clinical Psychologist. Most importantly, this task has 
allowed me to appreciate the value of reflecting on pieces of work and has allowed 
me to consider how I will be personally and professionally changing throughout my 
career; which will impact onto my clinical career and personal life. I am now able to 
identify particular personality traits, which could negatively influence my clinical 
work, for example my eagerness to ‘change’ and ‘cure’ every service user I see. 
Since writing this reflective account, I have ensured that part of my clinical 
supervision comprises a reflective component and I hope to continue being reflective 
throughout my practice.
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Problem Based Learning Account 2:
A reflective account of the problem based learning exercise
^The stride family.’
February 2012
Year 2
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Introduction
In order to reflect on the problem based learning (PEL) exercise I have written a 
narrative in the first person. I have attempted to share my reflections on the task, the 
group process and the presentation. Throughout the account, I have reflected on how 
the learning experience has influenced my clinical practice.
The Problem
At the end of the first year of our training programme, we were emailed the PEL 
task. The PEL task was based around the Stride family, which consisted of Mr. and 
Mrs. Stride who both had learning difficulties and their two children, who had been 
placed in short term foster care due to concerns around risk. It was the task of my 
personal professional learning development group (PPLDG) to conduct a full risk 
assessment and make recommendations as to where the children would be best 
placed in the future. To aid our assessment process we were given background 
information, a genogram and a few prompt questions.
Initially I was overwhelmed at the quantity of information we had been given and I 
became slightly anxious. Looking back, I am able to observe that my anxiety was 
because the PEL exercise was vastly different from the PEL task of the first year. I 
have reflected that the process of expectations not matching reality can be very 
anxiety provoking. 1 am now able to empathise with clients more fully whose levels 
of anxiety may be influenced by coming to appointments that were not as they 
expected. Consequently, I now ensure that I telephone clients and explain what to 
expect in their forthcoming appointments.
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When I first read the PEL task, I felt deskilled, as I had no previous experience of 
working with people with learning difficulties. However, I quickly realised that the 
PEL exercise was reflective of a possible case that I may be involved in later on in 
my career. This motivated me to begin thinking about the skills that I had and how I 
could apply these to novel situations. In hindsight, being able to think flexibly in this 
way represents to me that in just one year of training I had increased in confidence 
and learnt to be an applied psychologist and to adapt to novel situations. In the first 
year of training, I would have shied away from novel situations. This personal 
reflection has motivated me in my clinical practice to approach any novel case with a 
degree of competence.
The Group Process
The first PEL session passed quickly. Compared to the first year PEL task, the 
atmosphere was more relaxed and we took the time to review our personal and 
professional activities from the past week. I have reflected that this was because the 
context was different from the first year, as we had already established relationships 
and there was no facilitator present.
Once we had discussed our week’s activities, we began to share our thoughts on the 
task. We all agreed that unlike the first year we did not want to produce a formal 
Power Point presentation. We also discussed how we had spent most of the PEL 
sessions in the first year researching theory and had given little attention to reflecting 
and drawing on our own professional and personal experiences. Therefore, we 
decided to divide up the prompt questions we had been given and spend time 
reflecting on how we could use our skills and experiences to answer each one and 
report back to the group in the next session.
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In the next session, we shared our reflections on the prompt questions. Through this 
process, I was struck by the diverse experiences that we had. Looking back, I am 
able to reflect that the diverse range of experiences enabled our group to be creative 
and think of a variety of ways that we could help the Stride family. Having had time 
to read literature on group processes, I have found that groups who have members 
with a variety of expertise leads to a higher quality of decisions or solutions 
(Mesmer-Magnus & DeChurch, 2009). Subsequently, in team meetings in my 
clinical placement, I always ask other professionals their opinions on service users 
that I am working with. I have found this to be an invaluable resource, which has 
helped me to understand service users from different perspectives and encouraged 
me to think more broadly. I hope to continue working in this way throughout my 
clinical career and to encourage other staff members to work in similar ways.
During sharing our experiences, we learnt that one member of the group had attended 
a Team Around the Child meeting (TAG), where all professionals involved in a child 
protection case shared their ideas and collaborated on the best way forward. We 
decided that our presentation would roleplay a TAG meeting. We felt that this would 
allow us to fully appreciate and understand the various systems that are involved in 
service user’s care and help us to prepare for multiagency working.
When deciding on which individuals to roleplay in the TAG meeting it raised an 
ethical question of whether we should invite Mr. and Mrs. Stride. We wondered if it 
would be appropriate to invite family members when we would be discussing 
sensitive issues such as alleged abuse. We also knew that Mr. and Mrs. Stride had 
learning difficulties and that the meeting may be intimidating and cause distress. We 
felt strongly that it was not ethical to exclude family members based on the
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presumption that they might find the meeting difficult to follow or possibly 
distressing. Therefore, we discussed that the language used in the roleplay would 
engage the family and that we would discuss any sensitive issues in a respectful 
manner. Having reflected on this ethical issue, I am aware that current NHS policies 
suggest that no decision should be made about service users without their 
involvement (Department of Health, 2010). Therefore, I will continue to involve 
service users in all aspects of their care, not only as this is ethical but also as it is 
good working practice and allows professionals to understand more fully service 
user’s needs.
I observed that the whole group seemed motivated to work together and committed 
to the task. I have reflected that this was different to the year one PEL task. One 
theory that could help to explain this could be goal setting theory. Goal setting theory 
states that specific goals yield higher performance than nonspecific goals (Locke & 
Latham, 2002). In the first year, we were given a vague goal of producing a 
presentation with a title of ‘The Relationship to Change,’ with no further guidance. 
However, the PEL task of the second year gave us a clear goal and guidance through 
prompt questions. I have taken this idea forward into my clinical practice and I have 
noticed that when I run a psychological wellbeing workshop with young offenders, 
giving them clear goals keeps them more focused and motivated to work as a group.
It has been found that group member’s commitment and motivation can also depend 
on whether there is a commitment to overall group goals or more commitment to 
individual goals (Seijts & Lantham, 2000). On hindsight, I have reflected that in year 
one, group members may have been more eager to pursue their own personal goals, 
as it was our first task as trainee clinical psychologists and we were yet to form
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relationships. In addition, as the PEL task in year one was facilitated by a course 
member, group members may have felt that they needed to prove that they were 
worthy of a place on the course and thus could have been more committed to their 
personal goals. However, a critique of goal setting theory is that it does not account 
for other factors that may motivate commitment to group goals like access to 
resources, the value placed on the group’s work by external agencies and individual 
group member’s attachments to the group.
The Presentation
The final presentation was a roleplay of a TAC meeting. During rehearsals we 
realised that we were often unable to fully express how we felt about another 
professional’s or family member’s points of view. We wanted to depict this in the 
presentation, therefore we used thought bubbles to express our internal thoughts. 
This style of presentation helped me to think about the language that I use in 
professional situations; as often in the roleplay when the professionals used jargon, 
Mr. and Mrs. Stride would verbally agree with what was said but internally express 
that they had not understood. I have found this to be particularly important in my 
child placement where children are eager to agree with authority figures but often do 
not fully understand what was discussed. I have also reflected that language could be 
a barrier that prevents service users from accessing services. I have personally 
reflected that I naturally speak fast and use jargon. Therefore I now ensure that I 
speak at a slower pace and that I mirror the language that my service user’s use. I 
also now try to use a variety of communication methods, for example pictures, to 
ensure that service users fully understand what is being communicated.
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Immediately after the roleplay, I felt very pleased with our efforts. I reflected that our 
group had produced the most creative presentation, which I felt was a reflection on 
the diverse set of experiences that we had as a group.
A strength of the roleplay was that it highlighted the importance of collaborative 
working to ensure the best outcome for service users. It also highlighted to me the 
emphasis that different professionals place on the same pieces of information. For 
example, the social worker in the roleplay was interested in the concept of risk in 
terms of physical, social and emotional neglect and had the authority to place 
children into care. The clinical psychologist in the roleplay was aware of risk issues. 
However, the clinical psychologist was also interested in making sure that Mr. and 
Mrs. Stride understood why there were concerns and thought about interventions that 
could be put into place to decrease risk.
Another strength of the roleplay is that it has allowed me to consider all of the 
systems that are involved in the care of service users. This roleplay prepared me for 
my child placement, where I have consciously ensured that I contact and collaborate 
with all the systems that are usually involved in my service users’ care including: 
schools, social workers, psychiatrists, educational psychologists and family systems.
In hindsight, a critique of this roleplay was that we were very stereotypical of the 
professionals that we portrayed. For example, we portrayed the social worker as 
wanting to remove the children from parental care immediately and the clinical 
psychologist as being the most understanding professional of the whole team. In part, 
I felt that we did this because we were coming from the position of trainee clinical 
psychologists who wanted to defend their professional positions in a
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multidisciplinary team; therefore we portrayed other professionals to be less 
understanding and personable.
Having written this reflective account, a possible critique of the presentation is that 
we did not adequately share our reflections on the group processes and highlight how 
we had worked more collaboratively as a group in this PEL task compared to the first 
year. It would have been interesting to note if other groups had had similar 
experiences.
Summary of Main Learning Points
One of the main learning points that I have drawn from this exercise is the 
importance of information sharing. I am now aware that experts from other domains 
may highly value specific pieces of information in different ways to other 
professionals. I have taken this idea forward into my clinical practice where I 
currently work in a Youth Offending Multiagency Team (YOT). In this team, clinical 
psychologists only see service users if they are referred by YOT officers, if they 
detect indicators of psychological distress. I have facilitated information sharing by 
providing consultations, where I encourage staff members to think broadly, be alert 
to indicators of risk and psychological problems and encourage them to share 
information through detailed record keeping. Through such consultations, I have also 
learnt when referrals need to be made to other services and professionals.
Another important learning curve that I have drawn from the PEL task is the 
importance of family systems. Subsequently in my clinical practice, I always now 
ensure that I meet with parents alone to gather in-depth information about family 
backgrounds. This is an area of clinical skills that I am still strengthening, therefore I
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ensure that in my supervision sessions I have conversations about family systems and 
identify possible intergenerational patterns and scripts that may be influencing a 
child’s behaviour and psychological wellbeing. I am learning to use this information 
to inform my formulations and interventions. In the future, I will continue to think 
systemically and take a full family history.
The PEL task also highlighted the importance of diversity. My group differed in 
ages, values, ethnic backgrounds and clinical experiences. I believe that this diversity 
enabled our group to produce a creative presentation. I wonder how our group 
processes would have been influenced if we had introduced more diversity in terms 
of gender. I hope to raise this discussion in my following PPDLGs and wonder if we 
could introduce more diversity by asking for a male facilitator in year three.
Overall, this has been a positive learning experience for me. Having had time to 
reflect on the task, I have been able to reflect on how my learning has influenced me 
personally and professionally. I feel that this task has broadened my thinking and 
made me personally aware of ethical dilemmas that I may face when working with 
children who are at risk.
The PEL task has also helped me to identify how the skills of clinical psychologists 
could position them to take leadership roles of multiagency teams. The PEL task has 
allowed me to reflect on the personal qualities, for example being patient enough to 
allow all team members to have their say, and the professionals skills that I have 
which would allow me to take on such a role competently. This is vital in an NHS 
where clinical psychologists are increasing likely to find themselves in leadership 
roles.
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Personal and Professional Learning Discussion Group 
Process Account Summary 
September 2011 
Year 1
This first hand reflective account discusses the structure, members and development 
of my personal professional and learning discussion group (PPLDG) and the positive 
impact that this has had on my personal and professional development.
The account highlights how the initial formal group structure was changed to a looser 
structure to take into account all members needs and wants. This account reflects on 
the diverse nature of the group and how this helped to facilitate fruitful and rich 
discussions. Additionally, I reflected on group members’ perceptions of member’s 
roles in the group and I highlighted the influential and important role of the 
facilitator. I reflected on how the development of the PPLDG fitted with Tuckman’s 
(1965) four stage model of group development and how group tasks facilitated the 
movement through these stages.
The account discusses how being a part of this PPLDG has aided in my clinical work 
in the NHS, especially in relation to preparing me to work in multidisciplinary teams 
and understanding various facilitator roles in different types of groups. Additionally, 
the PPLDG has influenced my therapeutic style and allowed me to be more mindful 
of clients’ experiences of therapy.
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Personal and Professional Learning Discussion Group 
Process Account Summary 
July 2012
Year 2
This reflective process account written in the first person, discusses how the 
experience of my Personal Professional Learning Discussion Group (PPLDG) in the 
second year has continued to impact on my personal and professional development.
The account discusses how the group structure and members have influenced my 
learning. In particular the account highlights how one group member has influenced 
my learning and practice by contributing to me identifying leadership opportunities 
within my clinical practice. The account highlights how group roles have developed 
and changed within the group and how this could be understood.
The account has attempted to use psychodynamic concepts to make sense of my 
experiences in the group and have highlighted a training need to work within a 
psychodynamic model in future clinical work.
The account draws on ethical dilemmas that were discussed and reflected on in the 
group and how such ethical dilemmas could be managed in future clinical practice.
The PPDLG continues to be an invaluable learning experience for me and I am 
excited at the prospect of observing how the role and function of the group changes 
as we enter into our final year of training.
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CLINICAL DOSSIER
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Overview of Placements
Adult Mental Health
This placement was based in an Adult Community Mental Health Team (CMHT) in 
South West London. The main model of therapy was Cognitive Behavioural Therapy 
(CBT) which I utilised with a diverse set of clients. I offered one to one therapy to 
range of clients who presented with diagnoses such as depression, obsessive- 
compulsive disorder (OCD), hoarding and anxiety difficulties. I carried out 
neuropsychological assessments using the WAIS IV. I co-facilitated a Hearing 
Voices Group weekly for individuals who experienced hallucinations and delusions. 
I worked within the Older People’s service where I co-facilitated a cognitive 
stimulation group for individuals who had early stage dementia.
I worked within a multi-disciplinary team and presented clinical cases both formally 
and informally to colleagues. This placement gave me the opportunity to work with 
carers outside of the service by joining and contributing to a monthly carers meeting. 
This allowed me to understand the wider context of the service and changes that 
were happening to the NHS trust and the impact this would have on clients, carers 
and staff.
During this placement I carried out a Service Related Research Project and audited 
the amount of CBT sessions offered to individuals with psychosis. I presented my 
results to the team and helped to encourage them to think about future appropriate 
referrals.
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Child and Adolescent Mental Health
This placement was a split placement between a Child and Adolescent Mental Health 
Service (CAMHS) and a Young Offenders Team (YOT) both based in South West 
London. I worked mainly within a CBT model although I formulated using a 
systemic approach, taking into consideration families, school and social networks. I 
worked with children who varied in ages from early childhood to their teens and 
presented with depression, anxiety, transitional difficulties and attention-deficit 
hyperactive disorder (ADHD). I also had the opportunity to carry out a school 
observation.
I carried out two neurological assessments, one with an 8 year old child who was 
suspected as having ADHD. I carried out an assessment with a 12 year old child who 
had a suspected brain trauma. These assessments gave me the opportunity to 
administer the WISC and TEACH.
During my placement in YOT I worked with teenagers who had presented to the 
youth justice system. I worked with clients individually and with their family 
members and I additionally had the opportunity of working with interpreters. I 
facilitated psycho-education groups on mental illness and encouraged clients to think 
of ways that they could stay healthy. I undertook comprehensive risk assessments 
and offered consultations to staff and helped them to understand clients from a 
variety of perspectives. This placement greatly enhanced my knowledge of the 
criminal justice system and the role of psychology within this area.
81
Learning Disabilities
This placement was a split placement between a Community Team for People with 
Learning Disabilities and a Treatment and Assessment Inpatient Unit for people with 
learning disabilities and mental health difficulties based in Surrey. During this 
placement I worked within a dialectical behaviour therapy (DBT) framework to work 
with an individual who had a personality disorder. I carried out a functional analysis 
with an individual who displayed severe challenging behaviour and was able to 
consult with staff on possible triggers and maintenance factors for this behaviour. As 
well as working individually with clients I worked with a family to consider their 
child’s anxiety difficulties and autism.
During this placement I carried out a dementia assessment with an adult who had 
communication difficulties by speaking to team members and administering 
questionnaires such as the HALO and Vineland. I feedback my recommendations 
and helped the team to reframe the clients difficulties. I carried out a 
neuropsychological assessment with an individual to consider her level of need by 
adapting the WAIS IV. Following on from this I was able to organise a 
professional’s meeting and feedback my recommendations. During this placement I 
also worked with a lady who had a safeguarding alert regarding her challenging 
behaviour which enabled me to gain a greater understanding of such procedures.
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Older People’s Mental Health
This placement was based in an Older People’s Community Mental Health Team 
(OP-CMHT) which was integrated with a Dementia service and Memory Assessment 
Service in West Sussex. Whilst on this placement I work from a psychodynamic 
perspective and used this model to inform my thinking. I carried out a variety of 
work including CBT and mindfulness for depression and anxiety disorders. I co­
facilitated a weekly support group for inpatients who had no other psychological 
input.
During this placement I had the opportunity to conduct thorough and detailed 
dementia assessments with two individuals, one of which had suspected Lewy body 
dementia and one who had suspected alcohol related dementia. I had the opportunity 
to carry out indirect work and work jointly with other professionals. I had the 
opportunity to co-facilitate training for staff members who were new to the service 
and provided them with training in how to work psychologically with older adults. 
On this placement I also contributed regularly to team meetings.
Advanced Competencies
This placement was based in a high secure inpatient hospital for adults with mental 
health difficulties and personality disorders. The majority of patients were from the 
criminal justice system and were on sections 37/41. During this placement I worked 
within the personality disorder service in a multidisciplinary team which included 
occupational therapists, social workers, support workers, forensic psychologists and 
psychiatrist. I worked with individuals within a DBT framework to work on 
emotional regulation difficulties, narrative approaches to detail life story work, CBT
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frameworks to address anxiety difficulties such as phobias around eating hospital 
food and psychotic symptoms. I was able to formulate patient’s difficulties using a 
cognitive schema framework and observe my supervisor working from this 
perspective. I observed a colleague carrying out an assessment from a 
psychodynamic perspective which enhanced my knowledge in this area.
I completed neuropsychological assessments using the WAIS IV and had the 
opportunity to carry out detailed risk assessments using the HCR-20. I was able to 
complete a 12 week admission assessment which included a wide range of 
assessment techniques including structured and semi structured interviews, 
observations and psychometric measures. I gained a better understanding of the 
criminal justice system and sections under which patients can be held and treated. 
Additionally I leamt how to adapt report writing skills for a court room environment.
One of the most challenging aspects of my work was trying to engage patients into 
therapy and building up a therapeutic rapport while respecting the boundaries of the 
high secure setting, which I was able to negotiate successfully. Additionally I 
provided supervision to an assistant psychologist and provided consultations to staff 
which helped to enhance my leadership skills. I also had the opportunity to attend a 
weekly reflective practice group which helped to increase my understanding of the 
ways of working employed in the hospital and team dynamics.
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Case Report Titles
1. ADULT MENTAL HEALTH CASE REPORT: Cognitive behaviour therapy 
with an adult male presenting with depression and headaches.
2. ADULT MENTAL HEALTH CASE REPORT: Cognitive behaviour therapy 
with an adult woman presenting with obsessive compulsive symptoms.
3. NEUROPSYCHOLOGICAL CASE REPORT: Neurological assessment of a 
young boy with aggressive behaviour.
4. ORAL CASE REPORT : The wellness recovery group
5. SPECIALIST CASE REPORT : A dialectical behaviour therapy informed 
approach with a forensic male inpatient presenting with personality 
difficulties and violent behaviours in a high secure setting.
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Service Related Research Project:
How far does A Community Mental Health Team meet the 
NICE guidelines for Psychological Interventions for Clients 
with Psychosis? A Clinical Audit.
June 2011
Year 1
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Abstract
Objective: A clinical audit of a community mental health team’s compliance to the 
National Institute for Clinical Excellence guidelines for psychological interventions 
for schizophrenia was conducted. It was investigated how many clients had been 
offered cognitive behaviour therapy and family interventions in the last two years.
Design: An audit tool was designed to capture information from all clients who had a 
diagnosis of schizophrenia, schizoaffective disorder, schizophreniform disorder, 
delusional disorder or non specified psychosis.
Participants: Fifty five (16%) out of 347 clients, on eleven care co-ordinators 
caseloads, were identified as having a diagnosis of either schizophrenia, 
schizoaffective disorder, schizophreniform disorder, delusional disorder or non 
specified psychosis. The mean age was 47.8 years and 11 were female.
Results: Three clients (6%) had been offered cognitive behaviour therapy in the past 
two years. Two clients (4%) accepted this offer. Two clients (4%) had been offered 
family interventions in the last two years and only one client (2%) accepted this 
offer.
Conclusions: Recommendations for future audits and implications of these results 
are discussed.
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Introduction
In the last ten years, there has been a move away from the sole reliance on 
medication for managing the symptoms of psychosis. Despite compliance with 
medication, approximately 40% of clients report the persistence of symptoms 
(Garety, Fowler, & Kuipers, 2000; Schooler, 2003). Additionally, social and 
cognitive contexts in which medication is administered effects its success 
(Bebbington & Kuipers, 1994). Pharmacological treatments do not aid clients in 
developing skills which could help them to manage their symptoms in the 
community (Liberman, 1994). This is especially important as a recent publication by 
two South London NHS Trusts ^Recovery is fo r  A ll’ (South London and Maudsley 
NHS Foundation Trust and South West London and St George’s Mental Health NHS 
Trust, 2010) emphasises a move away from traditional psychiatric methods and 
highlights the importance of promoting interventions which will aid recovery.
Psychological interventions have been shown to reduce relapse rates by 50%, such 
interventions include cognitive behaviour therapy (CBT) (Hogarty & Ulrich, 1998). 
Individuals who have had CBT have been shown to continue to make improvements 
after therapy has ceased (Kuipers et al., 1998).
While family relationships and dynamics do not seem to cause psychosis, it has been 
found that therapy with families in conjunction with the family member who has 
psychosis, can reduce the frequency of episodes of psychosis (Mari & Streiner, 
1996). Such positive affects last up to eight years after the family intervention (FI) 
has ceased (Tarder & Barrowclough, 1996). As CBT and FI reduce the risk of 
relapse, it is cost effective to provide such therapy in the long run (Kuipers et 
al.,1998).
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The most recent National Institute for Clinical Excellence (NICE) guidelines for 
schizophrenia (NICE, 2009), which sets and informs standards for practice, 
recommends that CBT should be offered to every client who has a diagnosis of 
schizophrenia, schizoaffective disorder, schizophreniform disorder and delusional 
disorder. FI should be recommended if clients are in close contact with family 
members.
Specifically, NICE recommend that CBT offered to clients should be specific to 
psychosis and meet these criteria:
• CBT should be given individually
• Client should have at least 16 sessions
• CBT should follow a treatment manual
• Include at least one of the following aspects:
Clients should monitor their own thoughts, feelings and behaviours with
respect to their symptoms
Learn different ways of coping with symptoms
CBT should aim to reduce distress and improve functioning
Similarly, NICE recommend family interventions (FI) should follow specific 
standards:
• Include the client
• Sessions should last between 3 months to 12 months
• Include at least 10 sessions
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• Consider the whole family’s preference for either single family intervention 
or multi-family group intervention.
• Consider the relationship between the main career and the person suffering 
from psychosis
• Should have a supportive, educational or treatment function and include 
negotiated problem solving or crisis management work.
This clinical audit proposes to investigate how far a community mental health team 
(CMHT) meets the NICE guidelines for providing CBT and FI for clients with a 
diagnosis of psychosis. This audit will identify the number of clients who have a 
diagnosis of a psychotic disorder on the caseload of the CMHT, how many of these 
clients were offered CBT or FI and if these interventions meet the guidelines outlined 
by NICE. The results will be fedback to the CMHT via an oral presentation. With 
this information, the CMHT will be able to explore how well they are adhering to 
NICE guidelines and address any issues, such as finance or staffing problems, which 
may be hindering compliance.
It should be noted that this clinical audit is part a larger audit project across three 
CMHT’s in the Trust, and this particular audit project was carried out in conjunction 
with another researcher. Therefore, data collection and analysis were carried out 
collaboratively with another researcher. Clinical audit reports, however, were written 
independently.
Objectives
To audit how many clients, with a diagnosis of psychosis in a CMHT have been 
offered CBT or FI as specified by the NICE guidelines (NICE, 2009) in the last two
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years. Only the last two years were audited, as this was when the NICE guidelines 
for schizophrenia were updated.
Method 
Ethics
No formal ethical procedures were conducted as this was a clinical audit.
Data sources
For clients with a diagnosis of psychosis, paper and electronic files were searched for 
the period 1st February 2009 to 1st February 2011, to gather audit data. The process 
of data collection was shared with another researcher and both took turns in 
searching client files and consequently shared the findings. Care co-ordinators and 
the manger of the CMHT provided additional sources of data.
Audit tool
The audit design and the audit tool was developed by the audit team collaboratively, 
under supervision, in order to ensure comparability of findings across the three teams 
(see appendix 1 for audit tool). To ensure the audit tool was comprehensive, audit 
support was obtained from NICE (NICE, 2009).
Procedure
The total number of clients on the caseload of the CMHT on February 1st 2011 was 
sought. Clients who were taken on by the CMHT after this date were not included in 
this audit. Of these clients it was identified how many had a diagnosis of psychosis, 
by asking the 16 care co-ordinators in the team to provide a list of their clients who 
had a diagnosis, or a suspected diagnosis, of psychosis. The care co-ordinators were
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given a period of 3 months to return their list of clients to the audit team. The 
diagnostic information was verified by inspecting electronic and paper files. If clients 
had a confirmed diagnosis of either schizophrenia, schizoaffective disorder, 
schizophreniform disorder, delusional disorder or non specified psychosis,^ specific 
information was gathered on whether they had been offered and/or accepted CBT or 
FI during the last two years, by completing the audit tool. Clients were only counted 
as having been offered CBT of FI if formal specific documentation was found. It 
must be noted that the whole procedure was carried out in collaboration with another 
researcher.
Data were collected from the period of February 2011 to May 2011. All data were 
kept confidential and all personal data which could identify clients were eliminated 
from audit tools.
Participants
The total number of clients on the CMHT caseload on the electronic system was 940. 
However, the team manager highlighted that this was not accurate, as clients who 
had been discharged from the service had not been removed from the electronic 
source. As a more accurate estimate, the total amount of clients seen in the previous 
two months (December 2010-Januray 2011) was recorded as 450.
Eleven out of 16 care co-ordinators provided information on their caseloads. The 
total amount of clients on their caseloads was 357, which is either 38% (if we assume 
that the total CMHT caseload is 940) or 79% (if we assume that the total CMHT 
caseload is 450) of the total caseload of the CMHT. Fifty-five clients (16%) of care
2 Non specified psychosis was included in this audit as it is often a diagnosis given by early intervention services, who have a policy o f  not diagnosing a 
specific type o f  psychosis early on, due to stigma.
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co-ordinators caseloads were identified as having a confirmed diagnosis. The mean 
age of participants was 47.8 years (13.3 sd) and 11 were female. Additional client 
demographics are given in table 1.
Table 1
Participant Demographics
Demographic information Number of participants
Gender
-Male
Age in years
-18-27
-29-37
-38-47
-48-57
-58-67
-68-71
Diagnosis
-Schizophrenia
-Schizo-affective Disorder
-Delusional Disorder
- Not specified psychosis
Ethnicity
44
4 
10 
15 
9 
12
5
40
4
3
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-White British 43
-French 1
-Philipino 1
-Any other white background 3
-White and Black African 1
-White Asian 1
-Indian 1
-Chinese 2
-Not Stated 2
Living arrangements 
-On their own 20
-With partner/family 13
-Residential home 16
-With parents 1
-With a friend 1
-Hospitalised 1
-Supported living 2
-Unknown 1
Employment status 
-Part time paid 3
-Full time paid 4
-Voluntary part time 6
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-Retired 3
-Unemployed 37
-Unknown 2
Receiving benefits
-No 36
-Yes 11
-Unknown 8
Due to the large quantity of missing data the level of education, first date with 
services, level of risk and number of inpatient admissions is not reported.
Results 
Analysis
Descriptive statistics were explored jointly with another researcher who was 
conducting the same audit, to answer the audit questions.
Out of the 55 participants identified, three were offered CBT specific for psychosis 
(see table 2). Twenty six participants were in close contact with their family 
members and two of these participants were offered FI (see table 2).
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Table 2
Participants offered Psychological Interventions
Psychological Intervention Number of 
Clients
As percentage of those 
diagnosed / in close contact 
with family member
Offered CBT for Psychosis 3 6%
Accepted CBT for Psychosis 2 4%
Close Contact with Family 26 47%
Offered FI 2 4%
Accepted FI 1 2%
CBT Intervention Details
Three participants were offered CBT but only two accepted. Both participants had 
one to one therapy, one with a Community Psychiatric Nurse (CPN) and one with a 
CBT therapist. Both professionals had completed professional training in CBT. 
There was no evidence of supervision of the therapists.
One participant attended the first session but did not continue with therapy. The 
remaining participant had eight sessions to date. It was unclear if the sessions were 
planned over 16 sessions, as recommended by NICE. There was no clear evidence 
of what was included in sessions, although one participant clearly had sessions on 
monitoring their thoughts, feelings or behaviours with respect to their psychotic
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symptoms, taught alternative ways of coping and evaluated beliefs about psychotic 
experiences. Therefore, at least one of the interventions offered with one client was 
in accordance with NICE guidelines.
Family Intervention Details
Two participants were offered FI but only one accepted. The participant who 
accepted FI was included in the intervention and the sessions were undertaken by a 
CPN who was undergoing professional training in family interventions. There was 
no evidence of supervision of the CPN. There were four completed sessions at the 
time of the audit and it was unclear how many more sessions were planned. It was 
difficult to gather information on the content of the intervention but it seemed clear 
that it did have a specific educational, supportive and treatment function, as well as 
including problem solving and crisis management work. Therefore, the FI did meet 
NICE guidelines.
Discussion
The results of the audit revealed that there was limited access to NICE recommended 
psychological therapies for those with a diagnosis of psychosis. Only three 
participants (6%) were offered CBT and only two (4%) were offered FI.
Implications for failing to offer evidence based interventions should be considered. 
As CBT and FI have been shown to decrease relapse (Kuipers et al., 1998; Mari & 
Streiner, 1996), not offering such therapies could impact on workload in CMHTs as 
they face managing more frequent episodes of relapse. The Department of Health 
(DOH, 2002) outlined that one function of CMHTs is to provide psychological 
therapies and treatments that are evidence based, like CBT. Therefore, CMHTs who
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are not providing such services could be criticised for not fulfilling the role that they 
were commissioned for.
However, the practicalities must be considered. It appears that only two members of 
staff in the CMHT had been trained in CBT, a clinical psychologist and a CPN. This 
is in line with past literature which suggests that the demand for psychological 
therapies outstrips supply (Pilling & Price, 2006). It would be impossible for two 
individuals to provide and offer CBT for all appropriate clients. It could be 
speculated that the demand for psychological services are managed in the CMHT by 
offering CBT to only clients who appear to be most motivated to engage.
Similarly, it appears that only one professional in the CMHT was undergoing 
training in FI. Therefore, it would be impossible for this individual to offer FI to 
every appropriate client. Additionally, as this member of staff was still in training, it 
is possible that she was limited to the amount of clients that she was allowed to treat. 
Organisational issues must also be considered; past literature has suggested that there 
is a lack of support for FI training in CMHTs and an absence of systematic data may 
also influence team members’ attitudes towards FI (Fadden, 2006).
Strengths and Limitations
Strengths of this audit included that it was the first time that an audit of this type was 
carried out in the CMHT. Results of the audit allowed the team to refresh their 
knowledge of NICE guidelines and generate debates and discussions about how to 
increase compliance.
Limitations of this audit included the missing data. As only 11 of the 16 care co­
ordinators responded, it was unclear how many more clients had a diagnosis of
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psychosis and how many of these had been offered CBT or FI. Perhaps future 
auditors could consider giving a presentation to all staff members before the audit 
takes place to encourage them to reply with specific data. It must be noted that some 
clients in the CMHT may not have had a care co-ordinator, therefore such clients 
would not have been identified in this audit. Future auditors could consider asking 
psychiatrists to identify clients without care co-ordinators. Additionally, as only 
estimates of the overall CMHT caseload were obtained it was unclear how much data 
was missing.
The audit was just a snap shot of clients who had been offered psychological 
interventions in the last two years. It was known that at least one client was given 
CBT in 2007 which was in accordance with the current and previous NICE 
guidelines (NICE, 2002; NICE, 2009).
The actual procedure of the audit could be a limitation. Clients were only counted as 
having been offered CBT or FI if specific documentation which outlined this, was 
found. However, in two cases there was evidence of one to one treatment with a CPN 
who had been trained in CBT. As client’s notes were not detailed enough to decipher 
the type of work that was carried out, these clients were not counted as having had 
CBT. Future auditors could consider interviewing staff to find out the content of 
therapy sessions.
Three clients had been referred to psychological services, but no follow up 
correspondences were found. The possibility cannot be excluded that these clients 
were on a waiting list for psychological interventions and had in principle been 
offered CBT or FI. Unfortunately, the auditors did not have access to this 
information.
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The process of collecting data was difficult. As the CMHT audited, used both 
electronic and paper files, both had to be searched. In some cases, paper files could 
not be obtained, resulting in possible biasing of results. Additionally handwriting was 
difficult to decipher and possible vital information may have been missed.
Recommendations to the CMHT
To aid future audits it was recommended that changes be made to the electronic 
system to include a tick box of psychological therapies that clients had engaged in or 
been offered. It was recommended that all staff considered ‘titling’ progress notes, so 
content of therapy sessions were clear.
Not all clients who had been offered psychological interventions accepted the offer. 
It was recommended that staff spent time finding out why clients did not want these 
services and documenting this. This would help to provide information on how 
services could be improved or tailored to meet clients’ needs and wants.
The implementation of psychological therapies requires skilled staff; therefore, it was 
recommended that more professionals within the team were trained to deliver CBT 
and FI. However, in the current NHS climate it must be considered by the CMHT if 
money is best spent in this area. It must also be highlighted, that the NICE 
recommendations for psychological interventions are only guidelines. Therefore, 
while the CMHT may have fallen short in offering recommended psychological 
interventions to every single client, they are not legally bound to do so.
Implications for Clinical Practice
The audit highlighted the importance of carrying out regular audits to investigate 
compliance to NICE guidelines. As scientific practitioners with a grounding in
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research, clinical psychologists may be best placed to conduct audits. Staff attitudes 
on psychosis are still influenced by biological models which could cause a barrier to 
providing and referring to psychological interventions (Fowler, Garety, & Kuipers, 
1998). With their vast knowledge base, clinical psychologists could play a role in 
educating and training staff in CBT or FI. Importantly, these responsibilities need to 
be balanced with clinical work.
The results of this audit also raised the role of clinical psychologist within teams. It 
could be suggested that clinical psychologist are failing to fulfill their roles in 
CMHTs if they are not providing or offering the recommended interventions. 
However, clinical psychologists are unique in that their training allows them to think 
flexibly and broadly about client needs and integrate a variety of psychological 
models and therapies to suit individual clients. Therefore, the results of this audit 
could indicate that clinical psychologists within the CMHT were defending their role 
and only offering and providing CBT or FI to clients who they deemed appropriate. 
This skill is invaluable and it would be tragic if the NICE guidelines stripped clinical 
psychologists of this role.
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Appendix 1- Audit Tool
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A u d it Tool
Patient Sex: □Male Age:
identifier:
□Female
Diagnosis category:
□Schizophrenia 
□Schizophreniform 
□Schizo-affective disorder
□ Delusional disorder
□ Not-specified psychosis
Date of first contact with secondary services:
Ethnicity:
A : W hite
□ British
□ Irish
□ Any other White background (please write in)
B : Mixed
□ White and Black Caribbean
□ White and Black African
□ White and Asian
□ Any other mixed background (please write in)
C : Asian or Asian British
□ Indian
□ Pakistani
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□ Bangladeshi
□ Any other Asian background (please write in)
D : Black or Black British
□ Caribbean
□ African
□ Any o ther Black background (please write in) 
E : Chinese or other ethnic group
□ Chinese
□ Any other (please write in)
Not stated
□ Not stated
Living Arrangements:
□On their own 
□With partner/Family 
□With parents
□ Residential home 
□ O ther-spec ify  
Employment status:
□Part time - paid
□Full time - paid (>30hours/week)
□Voluntary - part time 
□Voluntary - full time 
□Retired 
□Unemployed 
□Education - part time
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□Education - full time
Receiving benefits?
□Yes
□No
Education level:
□No formal education 
□GCSE
□ Further education (A-levels, NVQetc.)
□ Higher education (degree) 
□Postgraduate
Current risk: □Level 1 □Level 2 □Level 3
Number of recent (within 2 years) inpatient admissions:
Total length of admission within the past 2 years (in days):
Additional information:
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CBT INTERVENTIONS:
In previous 2 years:
Was the person offered CBT?
Yes No
Details of CBT offer.
Was the offer accepted?
Give details if not accepted:
Source of referral? (Did patient ask, suggested by staff member?)
For those service users who accepted offer of CBT, was it:
Delivered on a one-to-one basis
Details of the above:
Delivered over a minimum of 16 planned sessions?
Details of the above:
How many sessions in total to date?
I l l
Follow a trea tm ent manual? (specify which)
Profession of person offering CBT:
Has the professional had any CBT training/qualifications?
Supervision of the CBT work (evidence of CBT supervision? frequency of supervision?
profession/qualifications of the supervisor?)
Did it include at least one of the  following:
People monitoring their own thoughts, feelings or behaviours
with respect to their psychotic symptoms?
Details:
Promoting alternative ways of coping with target symptoms?
Details:
Reducing distress with respect to their psychotic symptoms?
Details:
Improving functioning with respect to their psychotic
symptoms?
Details:
Identifying and working with core beliefs or schemas related to
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distressing psychotic experiences:
Details:
Using mindfulness and acceptance principles and practice as an 
alternative way of responding to distressing psychotic 
experiences
Details:
Identifying and evaluating beliefs about psychotic experiences 
(e.g. beliefs about voice power and control)
Details:
FAMILY INTERVENTIONS
In past two years: Yes No
Does the person live w ith, or is the person in close contact 
with, their family?
If 'Yes', were the family offered family intervention?
If the family had family intervention:
Did it include the person with psychosis?
If "not" - why?
Was it carried out for between 3 months and 1 year?
If "not" - why?
Did it include at least 10 planned sessions?
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If "not" - why?
Did it take account of the whole family's preference for either 
single or multi-family intervention?
Did it take account of the relationship between the main carer 
and the person with psychosis?
Did it have a specific supportive, educational or trea tm ent 
function?
Did it include negotiated problem solving or crisis management 
work?
Profession of person offering family intervention:
Qualifications/training of person/people offering family intervention:
Supervision of the family intervention (evidence of family intervention supervision? 
frequency of supervision? profession/qualifications of the supervisor?)
Additional information:
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Appendix 2- Evidence o f Feedback
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/To whom it may concern
This is to confirm Anisha Pr
presentation Service Related Research” on Tuesdayj 
which was well presented and received with interest.
116
Research Log
Formulating and testing research hypotheses
• ‘How far does the a local CMHT comply to NICE guidelines.’ 
(SRRP)
• ‘What are married women’s views of marriage?’ (Qualitative 
project).
• ‘Is Mindfulness a helpful way to respond to intrusive thoughts?’
Carrying out a structured literature search using information technology and 
literature tools
• Literature view on the effectiveness of CBT for Psychosis, using 
databases and searching journal articles.
• Literature review for MRP using databases, journal articles and e- 
books.
Critically reviewing relevant literature and evaluating research methods
• Demonstrated in case reports and literature reviews.
Formulating specific research questions
• Clinically- ‘Does this client have a below average IQ?’
• In literature review ‘What is the effectiveness of individual CBT for 
clients with a diagnosis of Schizophrenia?’
• How far does a CMHT comply to NICE guidelines?’ (SRRP)
• ‘What are married women’s views of marriage?’ (Qualitative 
project).
Writing a brief research proposal
• SRRP proposal.
Writing detailed research proposals
• MRP proposal.
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Considering issues related to ethical practice in research, including issues of 
diversity and structuring plans accordingly
• Ethical considerations taken into account into MRP and all research.
Obtaining approval from a research ethics committee 
• University ethics approval obtained.
Obtaining appropriate supervision for research
• Arranged to have a field supervisor in SRRP.
• Appropriate supervision sought for MRP.
10
V
Obtaining appropriate collaboration for research
• SRRP research was in collaboration for a wider audit in West 
Sussex.
11 Collecting data from research participants
• SRRP- client files searched for data
• MRP- data eollected from a student population for an online study.
12 Choosing appropriate design for research questions
• Qualitative design (thematic analysis) for research.
• Quantitative design (regression analysis) for MRP.
13 Writing patient information and consent forms
• Written in clinical settings for permission of recording sessions and 
using work for case reports.
• Written for MRP.
14 Devising and administering questionnaires
• Audit tool questionnaire devised for SRRP.
• Devising appraisal rating scales for MRP.
15 Negotiating access to study participants in applied NHS settings
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16
V
Setting up a data file
• Data files set up in SPSS for research.
17
V
Conducting statistical analysis in SPSS
• Analyses conducted in SPSS including multiple regressions.
18
V
Choosing appropriate statistical analysis
• Ability to  choose appropriate statistical analysis for SSRP and MRP.
19
V
Preparing quantitative data for analysis
• Assumptions of parametric tests explored and data prepared.
• Outliers explored and managed appropriately.
20
V
Choosing appropriate quantitative analysis
• Appropriate analysis selected for MRP and SSRP.
21 Summarising results in figures and tables
• Presented in clinical audit.
• Presented in qualitative project.
• Presented in MRP.
22 Conducting semi- structured interviews
• Condueted clinically in assessments.
• Conducted as part of qualitative project.
23
V
Transcribing and analysing interview data using qualitative methods
• Transcribed one interview and analysed using thematie analysis.
24 Choosing appropriate qualitative analysis
• Thematic analysis choose as an appropriate method for an
exploratory qualitative projeet, so as not to be bound by a specific 
epistemology.
25 Interpreting results from quantitative and qualitative analysis 
• Interpreted qualitative results in SSRP.
119
Interpreted quantitative results in MRP.
26 Presenting research findings in a variety of contexts
• Presented in written forms
• Presented orally to teams.
27 Producing a written report on a research project
• Qualitative report produced.
• MRP report produced.
28 Defending own research decisions and analyses
V •  Shown in viva.
29
V
Submitting research reports for publication in peer-reviewed journals or edited 
book
• Article submitted and accepted (2013) for Clinical Rehabilitation journal
________entitled 'What Interaction Styles Make Multiple Sclerosis Patients Angry.'
30 Applying research findings to  clinical practice
V • Clinical implications for MRP considered and other research.
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Qualitative Project:
Married Women’s Views of Marriage 
Summary
June 2011
Year 1
Background: Current research concentrates on individual’s expectations of marriage 
and the influence of the media on these and on divorce rates. Other research looks at 
what factors make women more likely to get married. Most of the current takes the 
form of attitude surveys which provide a broad overview and enable generalisations 
to be made but the subjective experience of marriage is lost.
Aims: A qualitative exploratory study was conducted with the aim to provide a 
subjective account of married women’s views on marriage.
Method and Participants: Four Caucasian female participants who had been 
married for less than ten years were interviewed using a semi structured interview 
schedule. To aid discussions about marriage participants were asked to bring an 
object that represented their marriage.
Analysis and Results: To ensure that analysis was credible quality measures were 
adhered to. Thematic analysis was used to analysis the interview transcripts. The 
analysis revealed four main themes emerging from all four data sets: symbolism, 
unity and togetherness, emotions and memories, and tradition and culture.
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Implications & Limitations: Implications of the research were discussed.
Identifying central themes that married women identified, may help to focus future 
discussions in couple therapy. Limitations of the study were discussed including the 
appropriateness of the methodology, exclusion of male participants and asking 
participants to bring objects with them which may have limited the themes that 
emerged.
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Major Research Project:
The Relationship Between Mindfulness and Obsessive 
Compulsive Characteristics in a Non-Clinical Population.
September 2013
Year 3
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Abstract
Background: Exposure response prevention (ERP) with or without cognitive 
therapy, is recommended by the National Institute of Health and Clinical Excellence 
(NICE; NICE, 2005) as the psychological therapy for obsessive compulsive disorder 
(OCD). However such interventions have high dropout rates and may not benefit 
everyone. Drawing on the behavioural and cognitive theories for OCD, mindfulness 
techniques may theoretically be an effective treatment for OCD symptoms. Emerging 
studies have found mindfulness to be an effective treatment for OCD. However, 
what has not been explored is the underlying theory of the relationship between 
mindfulness skills and OCD characteristics.
Aims: The present study tested the underlying theory of whether mindfulness traits 
were negatively associated with OCD characteristics. This study also investigated 
whether specific mindfulness facets uniquely predicted specific OCD characteristics.
Method: 123 healthy volunteers took part in the online study. Self report 
questionnaires measuring mindfulness skills and obsessive compulsive 
characteristics were administered. After exposure to a personally relevant intrusive 
thought, measures of distress and urge to neutralise were taken.
Results: Spearman’s correlation coefficients and multiple regression were used to 
test the hypotheses. The findings partially supported the predictions that global 
mindfulness traits would be negatively correlated with OCD characteristics. Specific 
mindfulness facets uniquely predicted specific OCD characteristics with the non­
judgment facet seeming most important.
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Discussion: Findings are discussed in relation to the literature. Limitations 
concerning the design of the study and the validity of the measures used are 
explored. Clinical implications and further research are discussed.
Keywords: Mindfulness, intrusive thoughts, OCD.
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1. Introduction
1.1 Summary
Intrusive thoughts; unwanted and uncontrollable thoughts, are widely experienced in 
the general population (Purdon & Clarke, 2002). Most individuals are able to dismiss 
intrusive thoughts without them affecting their daily lives. However, some 
individuals are unable to dismiss intrusive thoughts easily, resulting in distress and 
negative consequences on their mental health. Obsessive compulsive disorder (OCD) 
is one type of mental health condition that is characterised by recurrent intrusive 
thoughts that are experienced as distressing.
Cognitive models of OCD suggest that it is the appraisal that is attached to the 
intrusive thought which plays a causal role in OCD (Salkovskis et al., 2000). 
Individuals with OCD often try to suppress unwanted intrusive thoughts which may 
be counterproductive and have the paradoxical effect of increasing the frequency of 
the thought (Salkovskis & Campbell, 1994). Suggested treatments include cognitive 
therapy (National Institute of Health and Clinical Excellence; NICE, 2005) which 
challenges appraisals about intrusive thoughts and exposure and response prevention 
(ERP) which encourages exposure to unwanted intrusive thoughts. These therapies 
are not without limitations, including up to a quarter of clients terminating therapy 
prematurely and not all clients maintaining gains in the long term (Stanley & Turner, 
1995).
Mindfulness based interventions which encourage clients to notice and accept their 
thoughts and feelings have been suggested as an alternative treatment to manage 
OCD (Fairfax, 2008; Hale, Strauss & Lever Taylor, 2012). It has been observed that
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this non-judgemental attitude could allow individuals to reappraise intrusive thoughts 
without viewing them as problems that need to be removed or suppressed. However, 
the assertion that mindfulness could be a useful treatment for OCD assumes that poor 
mindfulness traits are associated with OCD characteristics, but there is a lack of 
empirical evidence to support this in the literature. As highlighted above, OCD is 
characterised by recurrent intrusive thoughts and by appraisals that ascribe meaning 
to these intrusive thoughts. For mindfulness-based approaches to be of benefit for 
OCD it would be expected that trait mindfulness, which naturally occurs at varying 
levels in individuals, will be negatively associated with factors that characterise 
OCD. That is, it would be expected that people with poor mindfulness abilities will 
be more likely to believe their intrusive thoughts are personally relevant, act on their 
thoughts and experience distress in relation to their intrusive thoughts.
This thesis reports a study that investigates the hypotheses that poor mindfulness 
abilities will be negatively associated with OCD phenomena and that specific 
mindfulness facets will uniquely predict specific OCD characteristics. In the 
following introduction section, definitions, treatments and models of OCD will be 
explored. Following this mindfulness based treatments will be explored and the 
possible relevance of mindfulness to OCD. Aims and hypotheses will then be 
outlined.
1.2 Obsessive Compulsive Disorder
Obsessive compulsive disorder is classified as an anxiety disorder. The Diagnostic 
and Statistical Manual IV (DSM-IV) of Mental Disorders (American Psychiatric 
Association; APA, 1994) sets out diagnostic criteria for OCD and proposes that OCD 
is characterised by obsessions which are repetitive intrusive thoughts, images or
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impulses which are experienced as distressing. Another defining feature is the 
presence of compulsions, which are repetitive mental or behavioural acts performed 
to decrease the distress caused by obsessions. Such compulsions are excessive or/and 
unrealistically associated with what individuals are trying to prevent from happening. 
Such compulsions or/and obsessions are time consuming and impact on the quality 
of life and social functioning (APA, 1994).
OCD has a lifetime prevalence of 1-2% in the general population (Clark & Beck, 
2010). The reported age of onset for women is between mid-adolescence to late 
twenties, whereas men tend to have an earlier age of onset (Clark & Beck, 2010). 
The World Health Organisation identifies OCD as one of the world’s leading causes 
of illness-related disability (Koran, 2000) and it is recognised as one of the most 
difficult conditions to treat (Rachman, 1997). Longitudinal studies have highlighted 
that OCD has a chronic course where symptoms are more apparent during stressful 
life events (Clark & Beck, 2010).
1.3 Psychological Theories and Therapies of OCD
The currently most researched models which dominate psychological therapy 
research for the treatment of OCD are behavioural and cognitive models (Salkovskis 
et al., 2000). What follows is a brief account of the underlying theoretical 
backgrounds of behavioural and cognitive models of OCD and resulting treatments. 
Although it is acknowledged by the author that other models of OCD do exist e.g. 
psychodynamic theories which attempt to explain OCD with reference to the 
psychosexual stages postulated in Freud’s account of human development (Freud, 
1966), but such models lack a wealth of empirical support.
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NICE recommends that the primary intervention for OCD should be a choice of 
cognitive behaviour therapy (CBT) or SSRI (selective serotonin reuptake inhibitors) 
medication (NICE, 2005). CBT approaches to OCD come from two distinct 
theoretical backgrounds. The first are behavioural theories of OCD which postulate 
that people who experience OCD maintain their difficulties through the process of 
negative reinforcement. They suggest that behaviours aimed at avoiding the feared 
object or event outcome (such as checking behaviours) decrease anxiety in the short 
term, therefore negatively reinforcing the behaviours. The primary treatment from 
this perspective is exposure response prevention (ERP) which aims to reduce 
negative reinforcement through systematic exposure to the feared object or event 
while preventing compulsive behaviours (Meyer, 1966).
Cognitive theories are the second approach that CBT draws upon to understand and 
treat OCD presentations. Cognitive theories (e.g. Salkovskis et al., 2000) propose 
that the defining characteristic of individuals who experience OCD is the mis­
interpretation and appraisals that individuals place on the intrusive thoughts. They 
suggest that it is beliefs about intrusive thoughts that play a casual role in OCD. Such 
beliefs lead to anxiety and distress and strategies are aimed to prevent the feared 
consequences of their thoughts (Clark, 2004). Cognitive therapies for OCD 
consequently are aimed at identifying and challenging appraisals by reducing the 
significance and personal relevance that individuals give intrusive thoughts and 
thereby reduce the anxiety and urge to engage in compulsive behaviours (Whittal, 
Thordarson & McLean, 2005).
The NICE guidelines recommend ERP with or without cognitive therapy (NICE, 
2005). ERP historically has been one of the only interventions that has demonstrated
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consistently positive outcomes (Freeston, 2006). Meta-analyses indicate that ERP is 
effective in decreasing OCD symptoms in the majority of individuals who complete 
treatment (Roth & Fonagy, 2005). In a review of controlled studies of ERP, 83% of 
individuals with OCD showed a marked improvement of symptoms and 76% 
continued to improve at two year follow up (Foa & Kozak, 1996). However other 
reports suggest that just over half of individuals with OCD actually benefit from ERP 
(Stanley & Turner, 1995). Differences in reported rates could be due to definitions of 
recovery (e.g. this is sometimes defined as a reliable reduction in symptoms and 
other times it is defined as the elimination of symptoms). Limitations of ERP include 
dropout rates. Kozak, Liebowitz and Foa (2000) found that 22% of individuals with 
OCD receiving ERP did not complete the treatment. Attempts to understand dropout 
rates have included low motivation and low tolerance for distress related to the 
treatment strategies (Abramovitz, Franklin & Foa, 2002).
Cognitive therapies for OCD have been found to have equivalent effects to that of 
ERP and equivalent effects at three month follow up (Whittal et al., 2005). 
Randomised controlled trials have found no differences between individual ERP and 
cognitive therapies (Whittal, Rabichaud, Thordarson & McLean, 2008). Studies 
looking at the effectiveness of ERP compared to cognitive therapies in group settings 
have found that there have only been marginal differences in post treatment scores 
(McLean et al., 2001).
In conclusion there seems to be little difference of effectiveness between ERP and 
cognitive therapies for treatment of OCD. What follows is an overview of cognitive 
theories of OCD as these theories have received most recent attention in the OCD 
literature.
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1.3.1 Cognitive Models o f OCD
The cognitive model of OCD states that it is the role of negative appraisals of the 
obsessional thought that maintains OCD (Salkovskis et al., 2000). Most, if not all, 
individuals in the population experience intrusive thoughts but most do not become 
troubled by such thoughts, as it has been proposed that these individuals do not 
appraise the obsessional thoughts to be personally relevant (Rachman & De Silva, 
1978). The literature suggests that 72-100% of individuals without a diagnosis of 
OCD experience intrusive thoughts (Julien, O’Connor & Aardema, 2007) and 80- 
99% of individuals in non-clinical samples experience intrusive thoughts with 
contents similar to obsessions (Julien et al., 2007; Marcks & Woods, 2007). 
Cognitive models emphasise that when thoughts are appraised as personally 
unacceptable and distressing, the thoughts give rise to active resistance as they are 
thought by individuals to cause harm and they believe they are honour-bound to 
prevent harm (Salkovskis, 2000). This negative appraisal could lead to the 
development of obsessions which have been noted in empirical studies to be more 
frequent, repetitive and more anxiety provoking than non-clinical intrusive thoughts 
(Marcks & Woods, 2007). Figure 1 graphically displays a generic cognitive model of 
OCD.
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Figure 1- A generic cognitive model of OCD.
Intrusive thoughts
Urge to neutralise
Anxiety and distress
Compulsive behaviours such as 
washing.
Appraised as significant. Primary 
appraisals: responsibility/threat 
estimation, perfectionism/certainty, 
and importance/control of thoughts.
Figure 1 illustrates a generic model of OCD from a cognitive 
perspective.
A range of appraisals have been associated with OCD. The Obsessive Compulsive 
Cognitions Working Group (OCCWG) proposed that there are six assumptions that 
individuals with OCD are likely to hold which are linked with their difficulties 
(OCCWG, 2005). The first assumption is the overestimation of danger which is 
hypothesised to lead to avoidance behaviour. If individuals with OCD have a fear of 
contamination they may avoid public places as they overestimate the probability that 
they will catch germs. The next is perfectionism which is associated with individuals 
who repeat acts until they feel they are ‘just right’ (Shafran & Mansell, 2001). The 
third is the need to control the obsessions and often individuals feel out of control
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when they are unable to stop their intrusive obsessions (OCCWG, 1997). The fourth 
is the overemphasis of thoughts and the belief that having a thought makes it more 
likely to occur and that having such thoughts are morally unacceptable. The fifth is 
the assumption of the intolerance of uncertainty. Such individuals who hold this 
assumption will be unable to tolerate uncertain or unpredictable situations and will 
have to plan every single action (OCCWG, 1997). The last is inflated responsibility 
for negative outcomes. Individuals with this belief blame themselves for any 
potential negative outcomes which could occur if they do not act to prevent danger to 
themselves or others.
The Obsessive Beliefs Questionnaire (OBQ-44) was developed to assess these six 
beliefs (OCCWG, 2005) and factor analysis revealed three distinct domains: beliefs 
about responsibility/threat estimation, perfectionism/certainty and importance/control 
of thoughts (Julien et al., 2007). All three of these belief domains have been reported 
to be strongly associated with OCD symptoms and two of the subscales (not the 
perfectionism/certainty scale) were uniquely associated with people who experience 
OCD compared to other people who experienced other anxiety disorders (OCCWG, 
2005). The following sections below will explore these three belief domains in more 
detail.
1.3.2 Responsibility Appraisals
The OCD-related appraisal with the most empirical support is that of the perception 
of responsibility. This is defined as the belief that one has power which is pivotal to 
bring about or prevent subjectively crucial negative outcomes. These outcomes may 
be actual or at a moral level (Salkovskis, 1996). This belief of responsibility leads to 
individuals trying to ‘neutralise’ and decrease the distress caused by intrusions as
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they interpret the intrusive thoughts as an indication that they may be responsible for 
harm unless they do something to prevent it (Wells, 1997). Neutralising is defined as 
“voluntary initiated and conducted activity which is intended to have the effect of 
reducing the perceived level of responsibility” (Salkovskis, Ricahrds & Forrester, 
1995, pp.285). However, when an individual performs a neutralising action it 
strengthens the belief about responsibility and the significance of the intrusions, as 
the individual attributes the non-occurrence of the catastrophe signalled in their 
intrusive thoughts to the use of the neutralising behaviours (Salkovskis, 1985; Wells, 
1997). In this way individuals are trapped in a vicious circle as they do not learn that 
their intrusive thoughts may never materialise.
1.3.2.1 Cross-Sectional and Correlational Evidence fo r  Responsibility Appraisals
It has been reported that individuals with OCD hold more beliefs about responsibility 
than a group of matched controls (Ladouceur, Freeston, Gagnon, Thibodeau & 
Dumont, 1993). Cross-sectional studies have found that compared to a non-anxious 
control group and a group of participants who had social phobia, participants with a 
diagnosis of OCD reported higher scores on measures of responsibility beliefs, 
indicating that responsibility beliefs are a specific feature of OCD and not simply a 
feature of anxiety disorders more generally (Foa, Amir, Molnar & Przeworski, 2001). 
However, cross-sectional studies do not tell us about causation; it could be that OCD 
causes responsibility beliefs rather than responsibility beliefs playing a causal role in 
OCD. Some cross-sectional studies have shown that people experiencing OCD do 
not have higher senses of inflated responsibility compared to participants who have 
other anxiety disorders (Tolin, Worhunsky & Maltby, 2006). However, it could be 
the case that Tolin et al. did not find differences in responsibility beliefs in those who
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had OCD compared to people who experienced other anxiety disorders such as 
Generalised Anxiety Disorder (GAD) and panic disorder with agoraphobia (PDA), as 
participants in the OCD group had co-morbid diagnoses of GAD and PDA. 
Therefore it could be that the co-morbid disorders resulted in such beliefs being less 
prominent. Viar, Bilsky, Armstrong and Olatunji (2011) failed to find that people 
with OCD had higher responsibility beliefs compared to a GAD group, even though 
participants in the OCD group did not have co-morbid diagnoses. It is acknowledged 
that the small clinical sample of 30 may have led to a type II error (i.e. the study was 
underpowered to detect anything other than a large effect), or it could be that GAD is 
not an appropriate comparison group as it has been suggested that GAD and OCD 
both share cognitive similarities for beliefs about responsibility and perfectionism 
(Fergus & Wu, 2010).
Rachman (1993) observed inflated responsibility beliefs in individuals who had 
washing and checking behaviours in an inpatient setting. He reported that when 
individuals were first admitted to the hospital they became symptom free in the first 
few days of their stay. Their rituals began again once they had settled into the 
hospital. Rachman proposed that this was because in the first few days the patients 
were adjusting to their new context and thus transferred responsibility beliefs to staff. 
However, once they had begun to feel affiliated with the new environment they again 
felt a sense of responsibility and begun their compulsive behaviours. Difficulties 
with this observational study include that no other variables were controlled for. It 
could be that in the first few days patients decreased their symptomatic behaviours as 
they were aware that they would be under close observation and they may have 
wanted to try and inhibit their behaviours so as to appear as ‘good patients.’ There
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was no follow up interview so researchers cannot be sure that it was notions of 
responsibility that led to the initial decrease in symptomatic behaviours.
Cougle, Han-Joo and Salkovskis (2007) investigated responsibility ideas in groups of 
participants who were diagnosed with OCD with checking behaviours, OCD with 
non-checking behaviours, other anxiety disorders and a non-clinical healthy control 
group. They found that those participants who were diagnosed with OCD with 
checking behaviours had greater responsibility appraisals than the anxious and 
control groups. In contrast, individuals who were diagnosed with OCD but did not 
have checking behaviours reported greater responsibility appraisals than the healthy 
control group, but did not differ from anxious controls. This indicates that while 
responsibility appraisals in people who experience OCD may be more prevalent than 
the general population and other anxiety disorders; it may be that responsibility 
beliefs are particularly associated with checking behaviours rather than OCD in 
general.
13.2.2 Evidence from Experimental Studies fo r  Responsibility Appraisals 
A general limitation of the studies reviewed so far is that cause and effect cannot be 
explored. Experimental studies overcome this limitation. Lopatka and Rachman 
(1995) experimentally manipulated sense of responsibility in participants with OCD 
and measured the effects on compulsive checking behaviours. They reported that 
participants who were able to transfer their sense of responsibility regarding the 
anticipated consequences of their actions to the experimenter, showed a decrease in 
the urge for compulsive checking. Such experimental manipulations in a non-clinical 
population have been replicated. Ladouceur et al. (1995) manipulated high or low 
levels of responsibility of instructions in a manual classification task. They reported
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that those in the high responsibility group checked more and hesitated more often 
indicating that responsibility beliefs and checking behaviour are related. However, it 
must also be noted that there were two parts to this experimental manipulation and in 
a sound recognition task there were no differences between the checking behaviours 
in the high or low responsibility groups. This study could therefore indicate that 
responsibility beliefs may be causally related only to certain types of OCD 
symptoms.
In conclusion the evidence on balance suggests that responsibility beliefs are 
associated with OCD symptoms. However, responsibility beliefs may only be 
associated with specific subtypes of OCD symptoms. Furthermore, responsibility 
beliefs appear to be associated with other anxiety conditions (especially GAD) and 
may not play a unique role in OCD. In terms of causal direction, evidence from 
experimental studies suggests that responsibility beliefs may play a causal role in 
prompting at least some OCD characteristics and in particular in relation to checking 
behaviours. It is not clear that responsibility beliefs play a role in all subtypes of 
OCD.
1.3.3 Perfectionist and Certainty Appraisals
While the OCCWG’s (2005) factor analysis defined perfectionist and certainty 
appraisals as being associated with OCD, most research has concentrated on just 
perfectionist traits. Unidimensional definitions of perfectionism are defined as beliefs 
that a perfect state exists which one tries to attain (Pacht, 1984). Importantly this 
definition states that attempting to obtain perfectionism is associated with 
psychopathology. Multidimensional models of perfectionism suggest that it is made
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up of multiple traits including concern over mistakes, doubts about actions, personal 
standards, parental expectations, parental criticism and organizations (measured on 
the Multidimensional Perfectionism Scale- Frost; MPS-F, Frost, Marten, Lahart & 
Rosenblate, 1990) and self orientated perfectionism, other orientated perfectionism 
and socially prescribed perfectionism (measured on the Multidimensional 
Perfectionism Scale-Hewitt; MPS-H, Hewitt & Fleet, 1991).
1.3.3.1 Cross-Sectional and Correlational Evidence fo r  Perfectionist and Certainty 
Appraisals
Correlational studies have reported an association between perfectionistic traits and 
obsessive compulsive symptoms (Hewitt & Flett, 1991), although it is not possible to 
determine causation from these studies and such studies have not shown that 
perfectionism is uniquely associated with OCD. The difficulty with studying the 
relationship between perfectionism and OCD is that it appears that results differ 
depending on how perfectionism is measured. On the MPS-F individuals diagnosed 
with OCD had higher overall scores when compared to non-anxious individuals and 
only had higher scores on the ‘doubts about actions’ subscale compared to 
individuals with panic disorder (Frost & Steketee, 1997). This suggests that while 
perfectionistic traits may be associated with OCD, specific dimensions of 
perfectionism may be related to OCD and other dimensions related to other anxiety 
disorders. Rheaume, Freeston, Dugas, Letarte and Ladouceur (1995) found that all 
dimensions of the MPS-F were significantly correlated with OCD symptoms apart 
from the organisation subscale. Antony, Purdon, Huta and Swinson (1998) used both 
the MPS-F and the MPS-H to assess the relationship between OCD and 
perfectionistic traits and two other anxiety disorders (panic disorder and specific
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phobia). The study found that the OCD and other anxiety groups differed 
significantly from a non-anxious control group on the measures. The OCD group 
however, were only significantly different to the specific phobia comparison group 
on the ‘doubt of action’ subscale (MPS-H) with OCD participants scoring higher on 
this subscale. It should be noted that depression scores between the groups in this 
study were significantly different and were not controlled for, thus differences 
reported maybe due to depressive traits rather than perfectionistic traits.
In comparison to research on responsibility beliefs, it is argued here that the quality 
of studies looking at the association between perfectionism and OCD is perhaps less 
convincing. The studies do show that perfectionistic beliefs are associated with OCD, 
but that they may generally be a feature of anxiety disorders. If perfectionistic beliefs 
are hypothesised to play a maintaining role in OCD, this finding is problematic as it 
does not support a unique role for perfectionistic beliefs in OCD. To the authors 
knowledge there are no studies in the literature that have robustly included 
manipulations of perfectionism and it is difficult to interpret the causal relationship 
between variables in correlational studies. On balance there is currently a lack of 
empirical evidence to suggest that perfectionistic beliefs play a unique role in 
causing and maintaining OCD.
1.3.4 Importance and Control o f Thoughts Appraisals
Factor analysis on the OBQ-44 (OCCWG, 2005) revealed that importance attached 
to thoughts and attempts to control thoughts were associated uniquely with OCD 
symptoms (OCCWG, 2005). The definition of this subscale includes the feared 
consequences of having intrusive thoughts or images, the belief that having a thought 
makes it more likely to occur and that having such thoughts are morally unacceptable
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(so called ‘thought action fusion’ (TAP) characterised by an incorrect causal 
association between an individual’s thoughts and external reality). Consequently 
individuals attempt to rid themselves of such thoughts (OCCWG, 2005). Rachman 
(1993) proposed that TAP is a significant underlying casual and maintenance 
mechanism in OCD and is characterised by the importance that individuals with 
OCD place on intrusive thoughts.
1.3.4.1 Cross-Sectional and Correlational Evidence o f Importance and Control o f 
Thoughts Appraisals
Correlational studies have supported an association between beliefs about the 
importance of thoughts, thought control and OCD characteristics (Smari & 
Holmsteinsson, 2001). Myers, Fisher and Wells (2008) explored the role of OCD- 
related beliefs in a student population. They found that beliefs, measured by the 
OBQ-44 (OCCWG, 2005), about the importance/control of thoughts emerged as a 
consistent unique predictor of overall obsessive and compulsive symptoms as 
measured on the Obsessive Compulsive Inventory-Revised (OCI-R; Foa, Huppert, 
Leiberg, Langner & Kichic, 2002). Limitations of this study included that they 
controlled for worry, which could be seen as essentially controlling for a key 
symptom of OCD. This study was a cross-sectional analysis therefore causation 
cannot be inferred and it could be a possibility that such beliefs develop from the 
experience of obsessions and compulsions rather than the other way around. A recent 
study by Tolin et al. (2006) found in a clinical sample that OCD participants more 
strongly endorsed beliefs about importance/control of thoughts as measured on the 
OBQ-44 (OCCWG, 2005) compared to a group of anxious participants. This
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indicates that the importance and control of thoughts could be uniquely associated 
with OCD rather than with anxiety conditions more generally.
13.4.2 Evidence from Experimental Studies fo r  Importance and Control o f Thoughts 
Appraisals
In terms of teasing out cause-effect relationships, experimental manipulations have 
explored TAP paradigms. Rassin, Merckelbach, Muris and Spaan (1999) 
manipulated the importance of thoughts in a non-clinical sample. In the experimental 
condition they connected EEG electrodes to participants and informed them that the 
device could detect occurrences of the thought ‘apple.’ Half of the participants were 
told that if they thought of the word apple they would receive an electric shock. After 
the experimental condition all participants and participants in a control group were 
asked to complete self-report measures of frequency and distress about the target 
thought. Participants who believed that their thoughts would lead to a negative 
outcome reported more intrusions of the target word, more distress, anger at 
themselves and more effort in trying to avoid the target thought compared to 
participants in the control condition. This is consistent with the TAP hypothesis. 
However problems with this study included that no measures were taken as to 
whether participants actually believed that the electric shock would be given, 
therefore it is not possible to definitively conclude that it was beliefs about thoughts 
causing action that explained the findings.
In a larger non-clinical population sample Teachman, Woody and Magee (2006) 
experimentally manipulated the importance of thoughts. Participants were prompted 
to recall personal intrusive thoughts and were then randomly assigned to either: a) 
important condition where they were informed that unwanted thoughts are important
148
and indicative of a person’s true personal values, b) meaningless condition where 
participants were informed that unwanted thoughts are meaningless and unrelated to 
a person’s true personal values, or c) where participants received no instructions. 
Following this, participants completed implicit measures of self-evaluation and 
interpretations of their unwanted thoughts (measured on the Implicit Association 
Task (lAT; Greenwald, McGhee & Schwartz, 1998) and explicit measures (self- 
report measures of self esteem and interpretations of intrusions and beliefs). It was 
found that implicit appraisals about the importance of thoughts increased when 
participants were in the ‘important’ condition compared to the other two conditions. 
No differences were found on measures of explicit appraisal. Therefore, this study 
only partially supports the relationship of the importance/control appraisals and OCD 
symptoms. Limitations included that as participants were asked to generate their own 
intrusive thoughts and no records were taken on the nature of these thoughts, it is 
unclear if the intrusive thoughts were appropriate for the study and would have been 
manipulated by the experimental design. Additionally results from the study 
indicated that there were no group differences when evaluating whether instructions 
led to differences in how participants evaluated the significance of their unwanted 
thoughts, indicating a lack of robustness of the experimental design.
The assertion that beliefs about the importance of thoughts and the need to control 
thoughts plays a casual and maintaining role in OCD is, on balance, supported by the 
evidence. Not only have correlational studies found an association between beliefs 
about the importance/control of thoughts but experimental studies have demonstrated 
an effect on OCD-related outcomes. Additionally, beliefs about importance/thought
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control have been found to be more strongly associated with OCD than with other 
anxiety disorders.
1.3.5 Summary and Limitations o f Cognitive Models OCD
In summary there has been much research into cognitive models of OCD eentring 
most widely on the appraisals of responsibility beliefs, perfectionist beliefs and 
beliefs about the importance/control of thoughts. Studies testing these models all 
have their limitations (see section 1.3-1.3.4), in particular with an over-reliance on 
cross-sectional designs, and there is yet to be firm evidence for the advocating of one 
model over another.
While cognitive models are the most widely researched models in reeent years, it 
should be pointed out that limitations include that CBT therapies do not suit all 
individuals with OCD symptoms (Steketee, Henninger & Pollard, 2000) and 
cognitive treatments seem to be equivalent and no better than ERF treatments (see 
section 1.3). Kozak et al. (2000) reported that up to 25% of individuals who are 
offered cognitive and behavioural treatments for OCD refuse it and up to 50% of 
individuals drop out of therapy in the early stages (Foa et al., 2005). It has been 
reported that when dropout rates are accounted for, only around half of people with 
OCD benefit from CBT or ERF interventions (Freeston et al., 1997). Thus alternative 
psychological approaches have been explored in an attempt to refine these therapies 
to improve acceptability, outcomes and reduce relapse. Mindfulness-based therapy is 
one sueh treatment which has been eonsidered. What follows is a deseription of 
mindfulness therapies and the possible relevance to OCD.
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1.4 Mindfulness Definitions
Mindfulness is an aspect of Eastern spiritual tradition stemming from Buddhism. The 
most commonly cited definition is that it is a way of being which promotes 
awareness and attention to internal experiences in the present moment and a non- 
judgemental attitude (Kabat-Zinn, 1994). In mindfulness-based approaches 
individuals are encouraged to keenly observe all their thoughts and emotions and let 
them pass without judging them or becoming immersed into them (Gazella, 2005).
Research investigating mindfulness in the general population has shown that 
mindfulness varies between individuals and that it has trait-like properties with the 
possibility of improving trait mindfulness through mindfulness-based practiees 
(Brown & Ryan, 2004; Brown, West, Loverich & Biegel, 2011). Trait mindfulness 
can be reliably assessed with a number of self report measures (Baer, Smith, 
Hopkins, Krietemeyer & Toney, 2006). Some research is emerging which highlights 
the role of state mindfulness (the ability to be mindful in the moment) that varies 
from moment to moment within individuals (Allen & Kiburz, 2012) and is 
maintained only when current attention to experience is intentionally cultivated with 
an open, nonjudgmental orientation to experience (Bishop et al., 2004). State 
mindfulness involves an active proeess of relating openly with one’s current 
experience by allowing current thoughts, feelings and sensations (Hayes, Strosahl, & 
Wilson, 1999). Bishop et al. (2004) proposes that state mindfulness is distinct from 
other forms of self-focused attention such as anxious preoccupation or rumination 
which have been shown to exacerbate distress (Nolen-Hoeksema, 1991). There is 
currently only one published measure of state mindfulness, the Toronto Mindfulness 
Seale (TMS; Lau et al., 2006) and it continues to be tested for its reliability. As most
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research and measures of mindfulness have defined mindfulness as a trait-like 
quality, this thesis eonceptualises mindfulness as a trait.
Trait mindfulness has been defined as multidimensional and being made up of a 
number of faeets, derived through factor analysis, including abilities to observe 
sensations, deseribe experiences, acting with awareness, viewing experiences in a 
non-judgmental manner and being able to take a non-reaction stance to thoughts and 
images that enter naturally spontaneously into individuals’ minds (Baer et al., 2006). 
Studies using self report measures of trait mindfulness, such as the Five Facets 
Mindfulness Questionnaire (FFMQ; Bear et al., 2006) which measures five traits of 
mindfulness: observe, describe, act with awareness, non-judgemental and non­
reaction, have reported wide variations in mindfulness traits in student samples 
(Baer, Smith & Allen, 2004), populations with a diagnosis of borderline personality 
disorder, posttraumatic stress disorder and depression (Baum et al., 2010).
1.4.1 Evidence for Mindfulness Based Therapies
Kabat-Zinn (1994) advoeated the integration of traditional Buddhist mindfulness 
meditation practices into psyehological therapy called Mindfulness-Based Stress 
Reduction (MBSR; Kabat-Zinn et al., 1992), originally for those with physical and 
psychological challenges sueh as eancer and chronic pain. A randomised controlled 
study assigned individuals who had been previously diagnosed with a mood disorder 
to either a MBSR programme or assigned them to a wait list control condition 
(Ramel, Goldin, Carmona & McQuaid, 2004). Measures of depression and anxiety 
were taken before and after the interventions on the Beck Depression Inventory 
(BDI; Beck, Ward, Mandelson, Mock & Erbaugh, 1961) and the Speilberger State- 
Trait Anxiety Inventory (STAI; Speilberger, Gorssuch & Lushene, 1989). They
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reported that matched control participants in the MBSR eondition had signifieant 
reduetions in their depression and anxiety seores compared to the wait list group. 
However, it is unsurprising to find an effect of mindfulness compared to a group of 
participants who received no intervention. It could be the ease that weekly exposure 
to a therapist and a therapy group environment led to the deerease in symptoms 
rather than the actual therapy.
Vollestad, Siversten and Nielsen (2011) conducted a randomised controlled trial of 
MBSR in a clinical population with a range of anxiety disorders. Partieipants were 
assigned to either an eight week MBSR group or to the wait list control condition. 
They reported that there were improvements on measures of anxiety, depression and 
scores on mindfulness traits after the MBSR treatment was completed in the 
experimental group compared to the control group. Additionally these gains were 
maintained at six month follow up. Again it is unsurprising to find an effect of 
therapy when compared to no therapy. It cannot be ruled out that sueh effects may 
have been due to non-specific therapy factors such as exposure to a weekly therapist 
rather than mindfulness techniques. Twenty percent of participants in this study did 
not complete the intervention indicating that they were unable to commit to the 
therapy style, thus indieating that while mindfulness may be a useful therapy the 
daily commitment it demands may not suit all clients.
Mindfulness Based Cognitive Therapy (MBCT) was developed as an adaptation of 
MBSR by Segal, Williams and Teasdale (2002) which was created as an eight week 
step by step programme to assist with relapse prevention for individuals who had 
previously suffered from depression. Randomised controlled trials indicate that 
MBCT produces similar outcomes comparable to anti-depressant medication
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(Kuyken et al., 2010). MBCT has been shown to half relapse rates of clients who had 
suffered from a history of depression compared to a treatment as usual group in a 
group setting (Ma & Teasdale, 2004), indicating the potential value of the therapy at 
least in those who have experienced a history of depression. However, the same 
limitations apply to these studies in that the effects of non-specific factors were not 
controlled for, meaning that the effectiveness of the interventions cannot be 
confidently attributed to mindfulness practice. It should be noted that the NICE 
guidelines for depression suggests that MBCT should be offered as an intervention 
for adults who are currently well but have experieneed three or more previous 
episodes of depression and are considered to be at significant risk of relapse (NICE,
2009).
A recent meta analysis of nineteen studies investigated the effectiveness of 
mindfulness and acceptance based interventions (MABIs) with people experiencing 
clinical levels of anxiety and co-morbid mood disorders (Vollestad, Nielsen & 
Nielsen, 2012). Pre and post treatment effect sizes obtained found that MABIs were 
associated with a substantial reduction in symptoms of anxiety and depression which 
were maintained overtime. Medium effect sizes were obtained for quality of life 
measures at pre and post treatment indicating that possible effects of MABIs are 
beyond symptom reduction (Vollestad et al., 2012). As most of the studies reviewed 
in the meta analysis were not controlled studies it is difficult to make any definite 
conclusions about mindfulness bringing about speeific ehanges (Vollestad et al., 
2012). Although, in the four randomised controlled trials that were reviewed in the 
meta analysis, it was found that people receiving MABIs had significant reductions 
in symptoms compared to wait list control groups.
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In conclusion there is growing evidence to suggest that mindfulness-based therapies 
are helpful in treating people experiencing depressive and anxiety disorders, although 
the meehanisms of therapeutic benefit are still unclear. Importantly studies on 
mindfulness-based therapies have shown that dropout rates are low, for example in 
the Ma and Teasdale study (2004) only 4% of participants dropped out and in other 
studies only 13% dropped out (Bamhofer et al., 2009). Whilst it is not possible to 
directly compare these dropout rates with ERP and cognitive therapies, dropout rates 
are much lower compared to the reported 25% of dropout rates in cognitive therapies 
and ERP (Foa et al., 2005). Such results for the effectiveness of mindfulness based 
therapies in a range of diagnostie groups, including anxiety disorders, suggests that it 
may be a potentially useful treatment for OCD and could overcome issues of low 
uptake and dropout rates for the current reeommended therapies for OCD.
1.4.2 Mindfulness and OCD: Theoretical Considerations
Drawing on the behavioural and cognitive theories for OCD, mindfulness skills may 
theoretically be an effective treatment for OCD characteristics. Firstly, they may 
change beliefs about intrusive thoughts by facilitating metacognitive change. 
Mindfulness encourages individuals to let their thoughts pass without judgement and 
prevents individuals from immersing themselves into the content of their thoughts. 
Mindfulness teaches that thoughts are just mental events without inherent meaning 
and teaches individuals to bring their attention back to the present moment when they 
notice their attention beeoming immersed into the content of their thoughts. This idea 
will be particularly important to individuals who experience OCD given that such 
individuals are characterised by appraisals that give intrusive thoughts personal and 
important meaning which maintains such thoughts (Fairfax, 2008). Mindfulness may
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provide an alternative way for people to relate to their distressing thoughts and teach 
them to reorient themselves baek to the present moment (Baer, 2003).
Secondly, mindfulness could encourage individuals who experience OCD not to 
participate in behavioural acts, such as avoidance which maintains intrusive thoughts 
and distress. Mindfulness encourages non-judgemental observation of experiences, 
which in turn may facilitate habituation to intrusive thoughts and reduce 
counterproduetive strategies (Wegner, Schneider, Carter & White, 1987).
Thirdly, mindfulness may reduce the conviction in perfectionism and need for 
certainty. Mindfulness teaches individuals to aceept things as they are and just 
observe experiences, it emphasises the transient nature of experiences and that such 
experiences change. These ideas may help individuals with OCD to accept 
imperfections and uncertainties which will change as time passes.
Lastly, mindfulness therapies teaeh participants to bring awareness to behavioural 
intentions and urges. Mindfulness could help individuals who experience OCD to 
notice urges to engage in unhelpful and compulsive behaviours and to therefore 
make alternative more helpful behavioural choices.
While trait mindfulness has been considered to be potentially helpful for individuals 
who experience OCD, state mindfulness may also be helpful. In relation to OCD, 
trait mindfulness (the general ability to notiee and not judge intrusive thoughts, 
feelings of anxiety and urges to engage in compulsive behaviours) is likely to 
correlate highly with the ability to be mindful in the moment (state mindfulness). 
Mindfulness based interventions aetively eneourage both trait mindfulness to develop
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and for individuals to be more mindful in the moment in their day to day lives 
(Bishop et al., 2004).
Figure 2 graphically conceptualises how mindfulness skills may be a useful treatment 
of OCD.
Figure 2- The potential usefulness of mindfulness in relation to a cognitive 
model of OCD.
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Figure 2 illustrates how mindfulness traits could be helpful in the management 
and trea tm ent of OCD characteristics.
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Despite the theoretical reasons for the possible effectiveness for mindfulness based 
approaches for OCD there is little empirical evidence. What follows is a review of 
the evidence for the usefulness of mindfulness and OCD to date.
1.5 Evidence for Mindfulness Interventions and OCD
As mindfulness is a relatively new approach that is being considered as a potential 
treatment for OCD, the empirical literature is sparse. Singh, Wahler, Winton and 
Adkins (2004) reported a case study of a woman who had OCD. While CBT had 
been effective for her, in the long term she was unable to maintain the gains she had 
made in therapy. Singh et al. (2004) taught her mindfulness techniques over one hour 
sessions for twelve weeks. Results showed that at 12 weeks there were significant 
decreases in her scores on the Y-BOCS (The Yale-Brown Obsessive Compulsive 
Scale; Goodman et a l, 1989) the BDI (Beck et al., 1969) and the SUDS (Subjective 
Units of Distress Scale). At two year follow up she maintained these gains. 
Limitations of this study included that the results were not generalisable. 
Additionally, this particular individual was described as ‘deeply spiritual’ (pp279) 
which may actually have made her more susceptible to mindfulness techniques, 
given that mindfulness is based on an Eastern spiritual philosophy (Kabat-Zinn, 
1994). It is not known if similar results would be found with individuals who are not 
from spiritual backgrounds.
Patel, Carmody and Simpson (2007) reported a case study with a man who had 
obsessions around circumcision and had refused ERP. MBSR took place over an 
eight week period in two and a half hour sessions and included teaching him to view 
his thoughts as just transient mental states, a deliteralisation exercise, encouraging 
him to take a non judgemental observer perspective in relation to his disturbing
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private events and meditation practice. Results reported that at the start of treatment 
his score on the Y-BOCS was 22 and at the end of treatment it was 13, indicating a 
clinically significant change from moderate/severe OCD symptoms to mild 
symptoms. At three months follow up he was able to return to work and he continued 
to feel the positive benefits of mindfulness treatment. While this case study shows 
the potential effectiveness of mindfulness in the treatment of OCD symptoms, it must 
be noted that it was limited by the sample size. In comparison with Singh et al.’s 
study, different mindfulness techniques were administered, indicating that it is 
difficult to compare ‘mindfulness’ across studies and it is difficult to understand 
which aspects of mindfulness may be helpful in the treatment of OCD.
Some larger studies have aimed to provide specific evidence that mindfulness could 
help by working on TAP and thought suppression processes (Wilkinson-Tough, 
Bocci, Thome & Herlihy, 2010). Wilkinson-Tough et al. (2010) presented a case 
series design with three participants who had OCD as measured on the Y-BOCS. An 
A-B-C design was used: phase A asked participants to monitor their intrusive 
thoughts and received no intervention; phase B asked participants to attend weekly 
hour sessions where they completed a ten minute relaxation exercise and spoke about 
their current experiences of OCD; phase C gave participants six individual hour 
sessions of mindfulness based therapy and psycho-education on the role of thought 
suppression and TAP. Results indicated that all participants’ scores on the Y-BOCS 
improved immediately post therapy and fell below clinical levels. However, only two 
participants maintained these gains at two month follow up. KIMS scores (Kentucky 
Inventory of Mindfulness Skills; Baer et al., 2004) indicated that mindfulness 
training did lead to an improvement in mindfulness skill acquisition. This study was
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again limited by the sample size and it was not known how long participants 
maintained their gains for. Additionally one person withdrew after two sessions 
reporting that they found the concept of mindfulness difficult to engage with.
Studies have used non-clinical populations to investigate mindfulness and OCD, 
given that the normal population experience intrusive thoughts (Purdon & Clark, 
1992). Hanstede, Gidron and Nyklicek, (2008) looked at mindfulness based 
interventions and the effect of these on OCD symptoms and the possible mediating 
role of TAP and ‘letting thoughts go’ in 17 students. Participants were allocated to 
either an experimental group or a wait list control group after they had read an article 
on mindfulness. The experimental group were taught mindfulness in a group format 
which included eight one hour meetings, additionally they were asked to practice 
mindful meditation daily for 30 minutes. Results indicated a significant decrease of 
OCD symptoms for the intervention group compared to the control group. There was 
a significant decrease in TAP scores in the intervention group (measured on the TAP 
scale; Shafran, Thordarson & Rachman, 1996) and a significant increase in 
mindfulness and ‘letting go’ in the intervention group compared to the control group 
(measured on the Mindfulness Questionnaire; MQ, Chadwick, Member, Mead, Lilley 
& Dagnan, 2005). As therapeutic changes were only seen in the mindfulness group, 
the results indicated that it was not the knowledge of mindfulness that influenced 
results but the actual practice of mindfulness. Limitations included that scores 
indicated that the intervention group had a longer history of OCD complaints 
compared to the control group which could have biased results. Puthermore, OCD 
symptom severity was significantly different between groups at baseline. It is unclear 
if the therapist administering the intervention was trained in mindfulness based
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practice and if they possessed the skills deemed as essential to carry out such 
interventions (Segal et al., 2002).
Marcks and Woods (2007) investigated the effects of thought suppression and 
mindfulness based acceptance coping strategies on the urge to neutralise, frequency 
and distress of a personally relevant intrusive thought in a non-clinical population. 
Participants were randomly assigned to either 1) the thought suppression group, 2) 
the acceptance group, or 3) monitor only group. All participants were given 
instructions to think about a loved one who was very close to them and in their lives 
at the moment. After this participants were given the sentence T hope that (name of 
loved one) will die in a car accident today’ (adapted from Rachman, Shafran, 
Mitchel, Trant & Teachman, 1996); as this sentence has been shown experimentally 
to produce high levels of TAP and induce obsessive compulsive hke experiences in 
healthy control populations (Rachman et al., 1996; Rassin, 2001). Participants in the 
thought suppression group were asked for the next five minutes to try and suppress 
any thoughts or images that they had of the car accident. Participants in the 
acceptance group were given instructions to imagine that their thoughts were coming 
out of their ears on little signs held by marching soldiers and were asked not to be 
concerned with the content of the thoughts or argue with the soldiers. Participants in 
the monitor group were asked to think of anything they liked for five minutes. All 
participants were asked to press a button any time they had images or thoughts of the 
car accident. After this experimental period all participants were asked to think of 
anything for the next five minutes and press a button if they did have any thoughts or 
images relating to the intrusive thought (time period two). The results indicated that 
participants in the mindfulness group reported more intrusions during the
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experimental period compared with the thought suppression group, but that they had 
a larger decrease in the frequency of intrusions over the time periods than the 
suppression group. This suggests that while the goal of acceptance based therapies 
may not be to decrease the frequency of thoughts, perhaps by allowing oneself not to 
dwell on the content of thoughts it naturally leads to the decrease of such thoughts. 
Both the acceptance group and thought suppression group had a decrease in anxiety 
at time period two compared to the monitor control group. While there was no 
change in the appraisal ratings of urge to neutralise and distress (measured on visual 
analogue scales) before and after the experimental condition between the acceptance 
group and thought suppression group, the acceptance group were more willing to re­
experience the car related intrusive thought. This may indicate that the acceptance 
group perceived the intrusive thoughts in a less threatening way. This study does 
provide initial evidence that mindfulness based strategies could provide an 
alternative treatment in managing intrusive thoughts and thus some characteristics of 
OCD. Limitations included that the instructions for the mindfulness group were 
given to participants in written form which it could be argued is not really reflective 
of mindful based therapies. Singh et al. (2004) argued that the role of the therapist is 
essential and the therapist needs to model mindfulness or otherwise “it is unlikely 
that the individual will accept the approach or understand what is required” (Singh et 
al., 2004, pp. 286).
Using a similar design to Marcks and Woods (2007) but addressing the issue that 
they only included a brief mindfulness practice, Bati (2011) incorporated a number 
of experimental intervals rather than one discrete five minute interval. No significant 
differences were found between the mindfulness, thought suppression and control
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groups. As with the Marcks and Woods study, mindfulness ‘training’ for participants 
consisted of giving participants written instructions of how to respond to their 
intrusions in a mindful way. It is likely that the mindfulness training component in 
both these studies were insufficient to equip participants with mindfulness skills.
In conclusion the experimental/randomised controlled studies, on balance, shows the 
potential promise of mindfulness based approaches for individuals who experience 
OCD symptoms and this is supported by evidence from single-case and case series 
design studies. In addition it would theoretically be expected that mindfulness skills 
would be related to a range of factors associated with OCD (see section 1.4.2), 
however, the experimental studies do not provide information on this or how 
mindfulness may initiate change. This is further confounded by studies teaching 
clients different types of mindfulness techniques. The current study aims to begin to 
explore this neglected area and the rationale for this study follows below.
1.6 Rationale for the Current Study
This introduction has outlined studies which show that mindfulness based 
interventions might be an effective treatment for individuals who experience OCD by 
targeting factors identified in behavioural and cognitive theories of OCD. 
Specifically, mindfulness skills may facilitate exposure to intrusive thoughts and may 
help to reduce conviction in beliefs about responsibility, perfectionism and the 
importance of thoughts. What is missing from the literature is a test of the underlying 
theory that mindfulness traits will be negatively associated with OCD characteristics. 
Only once this theoretical question has been asked and answered can we begin to see 
that poor mindfulness skills might be a ‘risk factor’ for developing OCD and this 
would add weight to the suggestion that a mindfulness intervention might be of
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benefit to the treatment of OCD. Furthermore, it may help us to understand the 
mechanisms by which mindfulness may initiate change in those who experience 
OCD by exploring which facets of mindfulness are associated with specific OCD 
characteristics.
The current study will therefore take a step back from the previous literature and 
explore whether individuals with poor mindfulness skills are more likely to 
experience intrusive thought distress, urge to neutralise, compulsive behaviours and 
are more likely to express high levels of conviction in OCD related beliefs. This 
study will investigate if specific mindfulness traits (measured on the FFMQ, (Bear et 
al., 2006)) uniquely predict specific OCD characteristics.
The extent to which specific beliefs attached to intrusive thoughts are negatively 
associated with the subscales of the FFMQ will be investigated. The mindfulness 
traits of ‘observe,’ ‘describe’ and ‘non-judgment’ will be investigated as unique 
predictors of beliefs about responsibility/threat, perfectionistic/certainty and 
importance/control beliefs, as individuals with OCD are usually characterised as 
being unable just to observe and describe their intrusions non-judgmentally but rather 
attach meanings to them. It will be explored whether the ‘non-judgement’ and 
‘observe’ subscales uniquely predict levels of distress, as individuals with OCD are 
usually characterised as being judgemental towards their intrusions and not being 
able to just observe them, resulting in distress. It will be investigated if  the ‘non­
reaction,’ ‘non-judgement’ and ‘observe’ subscales uniquely predict urge to 
neutralise as individuals with OCD like symptoms are usually characterised by acting 
on their intrusions in an attempt to prevent the feared outcome from materialising 
rather than being able to observe their thoughts in non judgemental way and not act
164
on them. It will be investigated if the ‘act with awareness,’ ‘describe,’ ‘observe’ and 
‘non-judgment’ subscales will uniquely predict compulsive behaviours as individuals 
with OCD like experiences are characterised as acting compulsively as they are 
unable to just observe, describe and take a non-judgemental stance towards their 
intrusions but rather attach meanings to their intrusions and resultantly act in 
compulsive ways.
This study will look at OCD characteristics and the association with mindfulness 
traits in a non-clinical sample. A non-clinical sample was chosen for the purposes of 
this study as wide variation in the self-report measures are needed to ensure that a 
relationship between the independent and dependent variables can be obtained. If a 
clinical population was chosen there could be a risk of ceiling effects in the self 
report measures which would reduce the possibility of establishing hypothesised 
relationships. OCD characteristics are considered to be on a continuum in the general 
population rather than being bi-modally distributed (Foa et al., 2002), thus a non- 
clinical sample was felt to be suitable for this study.
Non-clinical populations have reported intrusive thoughts that are indistinguishable 
from clinical populations who experience OCD symptoms and such findings are 
generalisable to clinical populations (Rachman & De Silva, 1978). Mindfulness is an 
individual difference that varies naturally in the general population (Brown & Ryan,
2004) and past research has utilised non-clinical samples to test similar theories (e.g. 
Bati, 2011; Marcks & Woods, 2007).
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1.6.1 Research Question
Are mindfulness traits related to OCD characteristics? Namely, are poor mindfulness 
abilities related to intrusive thought distress, urge to neutralise, beliefs about 
responsibility/threat, perfectionism/need for certainty, importance/thought control 
and compulsive behaviours. Do specific mindfulness facets uniquely predict specific 
OCD characteristics?
1.6.2 Hypotheses
1) Global mindfulness traits will be negatively associated with OCD 
characteristics and symptoms:
a. Total trait mindfulness will be negatively associated with measures of 
compulsive behaviours (measured on the OCI-R).
b. Total trait mindfulness will be negatively associated with the three 
subscales of the OBQ-44: beliefs about the importance/thought 
control, responsibility/threat beliefs and perfectionism/certainty 
beliefs.
c. Total trait mindfulness will be negatively associated with the urge to 
neutralise.
d. Total trait mindfulness will be negatively associated with levels of 
distress in relation to intrusive thoughts.
2) It was hypothesised that specific mindfulness facets would uniquely predict 
specific OCD characteristics:
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a. The mindfulness traits of ‘observe’, ‘describe’ and ‘non-judgment’ 
will each uniquely predict beliefs about responsibility/threat beliefs, 
perfectionistic/certainty beliefs and importance/control of thoughts.
b. The mindfulness traits of ‘observe’ and ‘non-judgment’ will uniquely 
predict levels of intrusive thought distress.
c. The mindfulness traits of ‘observe’, ‘non-judgment’ and ‘non­
reaction’ will uniquely predict urge to neutralise
d. The mindfulness traits of ‘describe’, ‘act with awareness’, ‘non­
judgment’ and ‘observe’ will uniquely predict compulsive behaviours.
Figure 3 graphically indicates how mindfulness traits and characteristics of OCD 
were measured in this study and which facets of mindfulness were hypothesised to be 
predictors of OCD characteristics.
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Figure 3- Predictions between mindfulness traits and OCD characteristics.
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Figure 3 illustrates the predictions made for the current study between mindfulness traits and 
OCD characteristics.
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2. Method 
2.1 Participants
2.1.1 Sample size
To examine the contribution of each independent variable in the hypothesised model 
shown in Figure 3, the literature suggests that for estimated medium effect sizes the 
rule of thumb is a sample size of 104 plus the number of independent variables in the 
model (Green 1991). Therefore, with six independent variables a minimum sample 
size of 110 was needed to obtain a power of 80% to detect a medium effect size at 
the significance level of 0.05.
2.1.2 Recruitment
Volunteer undergraduate and postgraduate students aged 18 years and above enrolled 
at the host university were eligible to participate in this study. The potential pool of 
student participants enrolled at the time of the study was 13,129. All participants 
were deemed to have adequate English language ability given the university 
requirements for proficient English language skills.
2.1.3 Participant Demographics
A  total of 195 participants began the online study. Of these, 123 completed the study. 
Of the 195 participants 72 were excluded from the study because they left the study 
early; no other participants were excluded. Participants ranged in age from 18 to 53 
years (mean age was 28.1 years). Eighty six (69.9%) were female (mean age 28.16 
years, age range 18 to 53 years) and 37 (30.1%) were male (mean age 27.8 years, age 
range 19 to 44 years). Ninety five were postgraduate students and 28 undergraduate 
students. Participants varied in ethnicity (see Table 1).
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Table 1
Ethnicity o f  Participants
Ethnicity F requency
White British 53
White English 17
White Scottish 2
White Welsh 2
Any other White British background 6
Any other White background 19
White and Black African 1
White and Asian 2
Asian British 1
Asian English 1
Asian Scottish 1
Asian Welsh 1
Indian 3
Pakistani 3
Any other Asian background 1
Chinese 1
Middle Eastern 5
Any other 2
Following the completion of the study participants were offered the chance to win 
vouchers of £50 for a first prize or £25 pounds for second and third prizes.
2.2 Design and Setting
A cross-sectional design was used as data were collected at one time point. The 
independent variables were the five subscale scores from the FFMQ (Baer et al., 
2006): ‘observe’, ‘describe’, ‘act with awareness’, ‘non-judgement’ and ‘non­
reaction’ and additionally the total score on the FFMQ. The dependent variables 
were symptoms and characteristics of OCD: distress and urge to neutralise as 
measured on appraisal rating scales, the three sub scales from the OBQ-44 (OCCWG,
2005): importance/control of thoughts, responsibility/threat, perfectionism/certainty 
and the total scores from the OCI-R (Foa et al., 2002).
This was an online study hosted by Sawtooth Software version 7.0.26 and 
participants could take part in the study in any setting as long as they had access to a 
computer and an internet connection. Participants were presented with self report
170
questionnaires which measured traits of mindfulness and OCD characteristics. Next 
participants were presented with a personal target intrusive thought and were asked 
to concentrate on this for twenty seconds. Participants were next presented with a 
three minute interval where they were asked to think of anything they liked and to 
note the frequency of the target thought. After this three minute period participants 
were asked to rate their levels of distress and urge to do something in relation to the 
thought (see section 2.4 for measures used).
2.3 Pilot study
The study was piloted by two trainee clinical psychologists and one undergraduate 
student. A few typographical errors were reported and amended. One participant 
reported that the proposed intrusive thought: ‘(name o f  a loved one) will die in a car 
crash today at 16:15pm’ may not be successful in stimulating intrusive thoughts as 
participants may take part in the study after quarter past four in the afternoon. With 
this in mind, the intrusive thought was changed to ‘(name o f  a loved one) will die in 
a car crash today' and used in the final study. No other changes were recommended.
2.4 Measures
2.4.1 Demographic Questionnaire (Appendix 1)
A brief questionnaire was used to obtain demographic data, including age, gender, 
ethnicity and university course being studied.
2.4.2 The Obsessive Compulsive Inventory Revised (Appendix 2)
The OCI-R (Foa et al., 2002) was chosen as a measure of OCD tendencies, despite 
the fact that the Y-BOCS (Goodmann et al., 1989) is the most commonly used
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measure in research. The Y-BOCS has been noted to have poor discriminant validity 
as it has been found to correlate highly with measures of depression and anxiety as 
well as measures of OCD (Taylor, 1995). There is a lack of support for the factor 
structure (Solem, Hjemdal, Vogel & Stiles, 2010) and it is administered using a 
semi-structured interview with a trained practitioner which would not have been 
feasible in the current study. Therefore the OCI-R was chosen.
The OCI-R has demonstrated good reliability and has sound psychometric properties 
(Foa et al., 2002). The OCI-R questionnaire is widely used in research and has been 
used in a non-clinical student population (Hanstede et al., 2008). The self report 
measure consists of 18 items measuring the common presentations of OCD on six 
dimensions; washing, hoarding, checking, ordering, obsessing and neutralising, 
which were derived from factor analysis. Studies have supported the six factor 
structure of the questionnaire (Abramowitz & Deacon, 2006; Foa et al., 2002; 
Fullana et al., 2005; Conner, Leenhart & Ecker, 2008). The test-retest reliability has 
been assessed and the correlations coefficients have ranged from 0.67 to 0.84 
(Abramowitz & Deacon, 2006; Foa et al., 2002; Fullana et al., 2005). Convergent 
validity has also been assessed with the Maudsley Obsessive-Compulsive Inventory 
(MOCI; Rachman & Hodgson, 1980) and found to be sufficient (Hajcak, Huppert, 
Simons, & Foa, 2004).
Reported cronbach alpha values for the OCI-R total scale range from 0.81-0.89 
(Abramowitz & Deacon, 2006; Foa et al., 2002). Cronbach alpha was 0.91 in this 
study for the OCI-R total score.
In this study participants were asked to read the 18 items and describe on a five-point 
scale between 0 (not a lot) and 4 (extremely) how much each statement applied to
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them in the past month. Scores for each item were summed to obtain the final score 
which was used in the analysis. Scores could range from 0-72.
2.4.3 Five Facet Mindfulness Questionnaire (Appendix 3)
A  variety of measures of mindfulness traits were considered for this study such as the 
Mindful Attention and Awareness Scale (MAAS; Brown & Ryan, 2003) and the 
KIMS (Baer et al., 2004) but the FFMQ was chosen (Baer et al., 2006).
The MAAS scale was developed with guidance from teachers and students who had 
studied mindfulness, who agreed that the 15 items on the scale were reflective of 
mindfulness by focusing on the quality of attention (Brown, Ryan & Creswell, 2007; 
Carmody, 2009). While this scale has reported sufficient cronbach alpha values (.80; 
Brown & Ryan, 2003), the scale assumes that mindfulness is uni-dimensional. As the 
items on this scale were not derived empirically and only measured one factor of 
mindfulness it was not sufficient for this study. The KIMS is based on measuring 
mindfulness using a dialectical behaviour approach (DBT). DBT uses mindfulness 
techniques to increase a person’s ability to observe and describe experiences. The 
KIMS has four scales which were theoretically derived to cover four of the six DBT- 
mindfulness modalities (Linehan, Bohus & Lynch, 2007). While evidence is 
emerging that the four scales have been confirmed with factor analysis (Baum et al., 
2010) and that the scale has good cronbach alpha levels (0.72-0.88 for each factor), 
there is still little evidence of the sensitivity it has in measuring change (Baum et al.,
2010) and additionally it was primarily derived for use in intervention studies.
The FFMQ (Baer et al., 2006) was derived from factor analysis of pooled items from 
the KIMS, Freiburg Mindfulness Inventory (FMI; Buchheld, Grossman & Walach,
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2001), MAAS (Brown & Ryan, 2003) and the Southampton Mindfulness 
Questionnaire (SMQ; Chadwick et ah, 2005). The FFMQ is a self report instrument 
measuring a trait-like tendency to be mindful in daily life and has five subscales that 
measure different mindfulness traits: ‘observe’, ‘describe’, ‘act with awareness’, 
‘non-judgement’ and ‘non-reaction’, which have been supported and confirmed 
(Fernandez, Wood, Stein & Rossi, 2010). It is a reliable and valid measure with 
sound psychometric properties (Baer et al., 2006). The FFMQ has been found to be 
sensitive to change in both clinical and student populations (Carmody & Baer, 2008). 
Cronbach alpha scores for the total score have been reported at 0.90 (Vollestad et al.,
2011). Cronbach alpha values for each subscale reportedly range from 0.84 - 0.93 
(Branstrom, Kvillemo, Brandberg & Moskowitz, 2010; Fernandez et al., 2010). 
Cronbach alpha scores in this study were 0.78, 0.87, 0.88, 0.92, 0.79 and 0.85 for the 
subscales ‘observe,’ ‘describe,’ ‘act with awareness,’ non-judgement,’ and ‘non 
reaction,’ and total scale respectively. As the FFMQ was derived from factor analysis 
and has sound psychometric properties that have been demonstrated in student 
populations (Baer et al., 2006) it was chosen as a measure of mindfulness for this 
study.
Participants in this study were asked to read the 39 statements in the questionnaire 
and rate how true each statement generally is of them on a 5 point likeret scale 
(l=never true- 5=always true). Total subscale scores for the 5 subscales and the 
overall score for the FFMQ were used in analysis.
2.4.4 The Obsessive Beliefs o f Questionnaire-44 (Appendix 4)
The OBQ-44 (OCCWG, 2005) was used as a measure of beliefs. The OBQ-44 has 
three subscales derived through factor analysis, measuring responsibility/threat
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estimation, perfectionism/certainty and importance/control of thoughts. It is the most 
widely used measure of beliefs in researeh and has good reliability (Moulding et al.,
2010) and diseriminant validity (OCCWG, 2005). The seale has sound convergent 
validity and has been reported to have significant correlations (p<.001) with 
symptoms of OCD including harm impulses, harm thoughts, grooming, checking and 
contamination (OCCWG, 2005). Cronbach alpha for the three subscales have been 
reported as 0.93 for responsibility/threat estimation, 0.89 for perfectionism/certainty 
and 0.95 for importance/control of thoughts, indicating good internal consistency 
(OCCWG, 2005). Cronbach alpha scores for the questionnaire in this study were: 
0.91, 0.93, 0.90 and 0.96 for the responsibility/threat, perfectionism/certainty, 
importance/control of thoughts and overall total scores respectively. The OBQ-44 
has been also used in previous research investigating mindfulness and intrusive 
thoughts (Wilkinson-Tough et al., 2010) making it appealing for the purposes of the 
current study.
Participants in this study were asked to read the 44 items on the self report 
questionnaire and rate them on a seven point likert scale (1-disagree very much to 7- 
agree very much) in relation to how much they believe that each item was true of 
them. Scores for the subscales were used in the final analysis.
2.4.5 Intrusive Target Thought
All participants were given a standardised intrusive target thought which was '(name 
o f your loved one) will die in a terrible car crash today’ (adapted from  Rachman et 
a l, 1996). This thought was used as intrusive thoughts centred on accidents 
occurring to loved ones have been shown to be prevalent in the general population 
(Belloch, Morillo, Lucero, Cabedo & Carrio, 2004). Additionally, this intrusive
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thought has been used in previous research in student populations where it was not 
associated with lasting adverse effects (Bati, 2011; Marcks & Woods, 2007; 
Rachman et ak, 1996; Rasin, 2001).
2.4.6 Frequency o f Target Thought
In order to help participants remain focused on the experimental task they were asked 
to record the frequency of the target thought during a three minute period by typing a 
‘1’ on the keyboard each time the thought occurred as either a thought, image or 
picture. This measure was not used in the data analysis.
2.4.7 Appraisal Rating Scales
2.4.7.1 Duration (Appendix 5)
The amount of time participants spent being preoccupied with the target intrusive 
thought during a given three minute period was measured on an 11 point self-report 
percentage scale (0%= none of the time- 100% = all of the time). This measure was 
used to ascertain degree of focus on the target thought and was not used in the data 
analysis.
2.4.7.2 Distress (Appendix 6)
Participants distress in response to the target thought was measured on an 11 point 
self-report percentage scale (0%= not at all distressed - 100% = extremely 
distressed).
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2.4 .73  Urge to Neutralise (Appendix 7)
Participant’s urge to do something in response to the target intrusive thought was 
measured on an 11 point self report percentage scale (0%= no urge to do anything- 
100% = definitely want to do something).
In terms of validity of the appraisal rating scales used in the present study, Mareks 
and Woods (2005) reported a significant positive correlation between appraisal 
ratings of discomfort at the target thought and scores on the BDI (Beck et al., 1969), 
as well as a significant positive correlation between appraisal ratings of discomfort at 
the target thought and scores on the STAI (Spielberger et al., 1989). Previous studies 
looking at intrusive thoughts in student populations have used such rating scales 
(Bati, 2011).
2.5 Procedure
2.5.1 Participants
Potential volunteer participants were recruited by advertising the online study with 
posters placed around the university campus and on the university’s research 
website. In both cases participants were given a web address and were asked to 
access this for further information and to take part in the online study. Participants 
were able to take part in the study in any preferred setting, as long as they had access 
to a computer and internet connection. Participants were given the researchers email 
address via the posters and research web site, so that they had the opportunity to ask 
any questions before they proceeded with the study.
177
2.5.2 Participating in the Study
Once participants followed the web link they were provided with an information 
screen (Appendix 8) and the researchers’ email addresses for a point of contact. 
Participants were asked to proceed to the informed consent screen (Appendix 9) and 
gave consent by clicking on the appropriate radio button. Throughout the study 
participants were reminded via an instruction present at the bottom of every screen 
that they were free to leave the study at any time by closing the browser. However, 
they were informed via the information screen (Appendix 8) that once they had 
submitted their data they were not able to withdraw from the study, should they wish 
to, as their data were completely anonymous and the researchers were not able to 
trace the data to remove it at a later date.
Participants were presented with the following questionnaires in the following order: 
Demographics Questionnaire (Appendix 1),
The OCI-R (Appendix 2),
The FFMQ (Appendix 3),
The OBQ-44 (Appendix 4).
Participants were prevented from moving onto the next questionnaire if any question 
was unanswered. After completion of the questionnaires, participants were asked to 
type in a text box the name of a loved one. On the following screen participants were 
presented with this intrusive thought and asked to focus on it for twenty seconds:
‘[name o f loved one] will die in a car crash today. ’
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After twenty seconds participants were instructed to move on to the next screen and 
were asked to think of anything that they wanted for three minutes. Participants were 
presented with a three minute counter which helped them to keep track of the time. 
During these three minutes participants were asked to record, by pressing ‘ 1’ on the 
keyboard, any time the given intrusive thought occurred as either, a thought, image 
or picture. Following the three minute period participants were asked to estimate on a 
percentage seale how much of the three minutes they spent thinking about the 
intrusive thought (Appendix 5). Participants were asked to estimate how distressed 
they were in relation to the intrusive thought on a percentage scale (Appendix 6) and 
how much of an urge they had to do something in response to the intrusive thought 
on a percentage scale (Appendix 7). Participants were then directed to a debrief 
screen and thanked for their time (Appendix 10). Participants were asked to email the 
researcher if they wanted to be entered into a prize draw and have the opportunity to 
win first (£50 Amazon vouchers), second (£25 Amazon vouchers) or third (£25 
Amazon vouchers) prizes.
2.6 Planned Data Analysis
2.6.1 Assumptions fo r Parametric Tests
Parametric statistical techniques make assumptions about the data populations from 
which data are drawn. The first assumption is the level of measurement. It is 
assumed that data must be at the interval level of measurement. The questionnaires 
used in this study met this assumption; as it has been found that rating scales with at 
least five interval points, which are approximately equal, could be analysed with 
parametric tests as long as assumptions of normality and equal variances of residuals
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are met (Glass, Peckham & Saunders, 1972; Lubke & Muthen, 2004). Therefore, if 
the data met assumptions of normality, parametric tests would be appropriate.
The second assumption is that of normal distribution which indicates that the 
majority of data scores lie around the centre of the distribution and forms a bell­
shaped curve around the mean. Histograms for each dependent variable were plotted 
to visually eheck for normal distributions. The Shapiro-Wilk tests were used over the 
Kolomogorov Smirnov test to assess whether the distributions significantly deviated 
from a comparable normal distribution, as it has more power to detect differences 
from normality (Field, 2009).
The third assumption is that the data contain no outliers, which are scores that are 
vastly different from the rest of the data set, as outliers (in parametric analyses) can 
disproportionately skew the mean. The definition of what value a z score constitutes 
an outlier differs with sample size (Field, 2009). With a sample size of 123, outliers 
in this study were defined as having a z score of 3.44. Boxplots were plotted to 
identify the presence of outliers. If outliers were found, data were checked to ensure 
that the value was entered correctly. If data had been entered correctly then deleting 
the participants’ data containing outliers was considered. Participants’ data was 
deleted only if: (a) a systematic pattern of outliers was identified -  that is, each 
participant with outliers must have had extreme scores on two or more variables. If 
participants did not have extreme scores on more than one dependent variable it was 
assumed that they did not belong to a different population, and the outliers were not 
removed from the data analyses, and (b) if the outliers had a z score greater than 
3.44.
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2.6.2 Assumptions for Non-parametric Tests
If the assumptions of parametric tests were not met it was considered whether data 
should be transformed using square root or log transformations. However 
transforming data may not be the best way to treat data that does not met parametric 
assumptions (Glass et al., 1972). Transforming data essentially changes the 
hypothesis being tested, for example in a log transformation one changes from 
comparing arithmetic means to comparing geometric means, which would have 
implications for interpreting the data (Grayson, 2004). Games (1984) has suggested 
that the consequences for the statistical model of applying the wrong transformation 
could be worse than the consequences of analysing the untransformed data with a 
suitable non-parametric test. Therefore, if parametric assumptions were not met data 
were not transformed and non-parametric tests were carried out.
2.6.3 Data Analysis
If data met the criterion for parametric tests than a Pearson’s Correlation would be 
performed to test the first hypothesis. If data did not meet the assumptions for 
parametric tests a Spearman’s Correlation would be conducted.
For the second hypotheses multiple regression analyses were carried out to identify 
the unique contribution of each mindfulness facet in predicting the hypothesised 
OCD phenomena (see Figure 3). All five subscales of the FFMQ were entered into 
the multiple regressions even though only subtests of variables were hypothesised, as 
this provides the most robust test of unique contribution. Assumptions of 
independent errors, collinearity, normal distribution of residuals, homogeneity of 
variance and checking that no data point has an undue influence on the model were 
adhered to.
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Multiple regressions are robust to violations of assumptions (Berry, 1993). However, 
if assumptions were violated then (a) outliers or influential points would be exeluded 
from the results if there was no explanation for such points, (b) if residuals were 
positively skewed a log transformation of the dependent variable would be 
considered.
2.6.4 Missing Data
Only complete data sets were used in the analysis. As participants were redirected to 
answer every question there were no missing data in the data sets used in the final 
analysis.
2.7 Ethical Considerations
Ethical permission to undertake this study was granted by the ethics committee at the 
host university (Appendix 11).
The following ethical issues were addressed. Prior to giving consent, participants 
were told that they would be given a personally relevant unpleasant thought to 
consider. They were told that if they experienced a mental health difficulty or had 
experienced a mental health problem in the past they would not be asked to disclose 
it and could participate at their discretion. Participants were told about their right to 
refuse to participate in the study and their right to terminate the study at any time 
during participation. They were informed that all information would remain 
confidential. Participants were notified that their data would remain anonymous and 
could not be linked to their email address and that email addresses were only used for 
the purpose of the prize draw. Participants were informed that all personal data 
would be held and handled in accordance with the Data Protection Act 1998. All
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participants were presented with debrief information upon completion of their 
participation which included contact numbers for services that they may wish to 
contact if they continued to be distressed by the study or wanted additional 
information. This study did not involve procedures which could have placed 
participants at risk of sustaining serious physical or psychological injuries. To ensure 
that service users were involved in the design of this study and that their viewpoints 
were heard, this study was piloted with students (the population from which the 
sample for this study was drawn) and their feedback was taken into account for the 
final study (see section 2.3).
3. Results
3.1 Data Cleaning
The data were analysed using the Statistical Package for Social Sciences (SPSS) Inc: 
Predictive Analytics Software (PASW) Statistics 18 (2009). Only complete sets of 
data were used in the final analysis.
3.1.1 Normal Distribution
Histograms were plotted for each variable to ascertain if data were normally 
distributed. Histograms for the OBQ-44 subscale of importance/control of thoughts, 
OCI-R total, urge to neutralise and distress were positively skewed. Shapiro Wilk 
tests confirmed that these distributions significantly deviated from a normal 
distribution, indicating that the assumption of normality was violated. As the 
assumption of normality was violated, non-parametric correlation methods were 
chosen for analysis for the first hypothesis.
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3.1.2 Outliers
Boxplots were plotted to identify if there were any outliers present. No data point on 
any variable had a z value of 3.44 or greater.
3.2 Descriptive Statistics
Descriptive statistics are given for each measure used in the analysis (see Table 2). 
Medians and inter-quartile ranges are given as they are recommended measures of 
central tendency when conducting non-parametric analyses (Dancey & Reidy, 2004). 
Means and standard deviations are reported so comparisons can be made with 
previous studies.
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Table 2
Descriptive Statistics fo r  each Measure
Measure Mean (SO) Median Inter-quartile
ranges
OCI-R Total 36.7(13.1) 33 26-46
FFMQ Total 119.6 (16.2) 119 110-131
FFMQ-Observe 22.7 (5.8) 23 19-26
FFMQ-Describe 26.3 (6.0) 26 22-30
FFMQ-Act with 
Awareness
25.4(6.1) 25 21-29
FFMQ-Non-
judgement
25.3 (7.4) 25 20-31
FFMQ-Non-reaction 19.9 (4.8) 20 17-23
OBQ-44
Responsibility/threat
57.6(18.8) 59 43-72
OBQ-44
Perfection/certainty
64.7 (20.8) 67 49-82
OBQ-44
Importance/thought
control
34.4 (14.4) 33 22-44
Distress 44.1 (33.4) 50 10-70
Urge to neutralise 32.4 (33.9) 20 0-60
Notes:  a b b r e v i a t i o n s ,  O C I - R - O b s e s s i v e  c o m p u l s i v e  i n v e n t o r y - r e v i s e d ,  F P M Q - F i v e  f a c e t s  o f  m i n d f u l n e s s  q u e s t i o n n a i r e ,  O B Q -  
4 4 -  O b s e s s i v e  b e l i e f s  q u e s t i o r m a i r e - 4 4 .
The mean for the OCI-R score was similar to that reported by Hanstede et al. (2008),
31.1 in a student sample, suggesting that the student sample in this data set had 
similar obsessive compulsive tendencies in comparison to other student samples. The 
range and means for the FFMQ indicated that there was, as expected, a natural 
variation in mindfulness traits. The reported FFMQ means were similar to those 
reported by De Bruin, Topper, Muskens, Bogels and Kamphuis (2012) in their Dutch 
student population. The means they reported were 26.5 for the ‘observe’ subscale,
28.1 for the ‘describe’ subscale, 25.3 for the ‘act with awareness subscale’, 27.7 for
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the ‘non-judgement’ subseale, 22.1 for the ‘non-reaetion’ subscale and 129.6 for the 
total score. The means in the current study were slightly lower for all subseales 
indicating that the students in our sample had lower mindfulness traits, which could 
be refleetive of cross cultural differences. The reported means for the OBQ-44 
subscales were similar to those reported by the OCCWG in a student sample (2005) 
with reported means of 48.4 on the responsibility/threat subscale, 55.5 on the 
perfectionism/eertainty subscale and 27.1 on the importance/control subscale. The 
means reported in this study were slightly higher indicating that our sample was 
characteristic of having more strongly associated obsessive beliefs. Means and 
ranges for the sample indicated that levels of distress and urge to neutralise varied as 
expected across our participants.
Table 3 shows the intercorrelations for the FFMQ. The intercorrelations show that 
the ‘observe’ subscale had a negative unexpected relationship with the ‘non­
judgement’ and the ‘act with awareness’ subscale. Reasons for these relationships are 
not elear but are in line with previous research (Baer et al., 2006). This will be 
explored in the discussion section (see section 4.3.3).
Table 3
Intercorrelations fo r  the FFMQ
Subscale of Observe 
FFMQ
Describe Act with 
Awareness
Non Judgment Non Reaction
Observe .04 -.21** -.38** .17*
Describe .42** .10 .32**
Act with 
Awareness
.49** .05
Non Judgment .09
Notes:  * p < . 0 5 ,  * * p < . 0 0 1 .  A b b r e v i a t i o n s :  F F M Q - F i v e  f a c e t s  o f  m i n d f u l n e s s  q u e s t i o n n a i r e
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3.3 Hypotheses Testing
3.3.1 Hypothesis 1: Spearman^s Correlation
Spearman’s correlation was performed to explore hypotheses one:
1) Global mindfulness traits will be negatively associated with OCD 
characteristics and symptoms:
a. Total trait mindfulness will be negatively associated with compulsive 
behaviours.
b. Total trait mindfulness will be negatively associated with the three 
subscales of the OBQ-44: beliefs about the importance/thought 
control, responsibility/threat beliefs and perfectionism/certainty 
beliefs.
c. Total trait mindfulness will be negatively associated with the urge to 
neutralise.
d. Total trait mindfulness will be negatively associated with levels of 
distress.
Bonferroni’s correction was applied by dividing the significance level by the number 
of statistical tests (.05/6=.008) (see Table 4).
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Table 4
Spearman’s Correlation between OCD Characteristics and Total Mindfulness Scores (FFMQ)
V ariable S p e a rm a n 's  C orrelation  
C oefficen t w ith  FFMQ Total
OCI-R -.47 <.001**
OBQ-44 Responsibility/threat -.34 <.001**
OBQ-44Perfection/certainty -.28 <.001**
OBQ-44 Importance/control of 
thoughts
-.35 <.001**
Distress -.20 .013*
Urge to neutralise -.19 .020*
Notes:  *  S i g n i f i c a n t  a t  . 0 5 ,  * *  S i g n i f i c a n t  a t  . 0 0 8 .  A b b r e v i a t i o n s :  O C I - R - O b s e s s i v e  c o m p u l s i v e  i n v e n t o r y - r e v i s e d ,  F F M Q - F i v e  
f a c e t s  o f  m i n d f u l n e s s  q u e s t i o n n a i r e ,  O B Q - 4 4  O b s e s s i v e  b e l i e f s  q u e s t i o n n a i r e - 4 4 .
Total mindfulness scores were significantly negatively associated with OCD 
symptoms as measured by the OCI-R r^  = -.47, p<.001. Mindfulness traits were 
significantly correlated with all the subscales on the OBQ seale, rs = -.34, p<.001; r^  = 
-.28, p<.001 and rg = -.35, p<.001. The signifieant negative correlations indicated that 
as mindfulness traits increased OCD symptoms and characteristics decreased as 
hypothesised. Levels of distress and urge to neutralise had a trend towards 
significance but did not meet the Bonferonni corrected significance level. It must be 
noted that Bonferroni corrections are particularly conservative and whilst they reduce 
the chance of a type 1 error (rejecting the null hypothesis when it is true) they 
increase the chance of a type II error, that is accepting the null hypothesis when it is 
false.
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3.3.2 Hypothesis 2: Multiple Regressions
Multiple regressions were conducted to investigate the second hypotheses:
2) It was hypothesised that speeifie mindfulness traits would uniquely predict 
specific OCD characteristics:
a. The mindfulness traits of ‘observe’, ‘describe’ and ‘non-judgment’ 
will each uniquely predict beliefs about responsibility/threat beliefs, 
perfeetionistic/certainty beliefs and importance/control of thoughts.
b. The mindfulness traits of observing and not judging will uniquely 
predict levels of intrusive thought distress.
c. The mindfulness traits of observing, not judging and not reacting will 
uniquely predict urge to neutralise.
d. The mindfulness traits of describing, acting with awareness, 
describing and observing will uniquely predict compulsive 
behaviours.
Figure 4 graphically represents the hypothesised model being tested.
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Figure 4- Predictions between mindfulness traits and OCD characteristics.
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Forced entry methods were used as hierarchical models can only be used when there 
are strong theoretical basis for the order in which variables should be entered (Field, 
2009) and stepwise methods have been heavily criticised for relying on mathematical 
criteria which could lead to over-fitting or under-fitting of the model. Forced entry 
multiple regressions assess the contribution of each independent variable whilst 
controlling for all the other independent variables. Significant independent variables 
indicate that they uniquely predict dependent variables whilst controlling for the 
other independent variables.
In all multiple regressions performed, multicollineraity was checked by ensuring that 
no correlation between predictor variables was more than 0.9 (r>0.9) and that the 
variance inflation factor (VIF) was not above 10 (Myers, 1990). Tolerance statistics 
were above 0.2. Assumptions concerning independent errors and homoscedasticity 
were found to be satisfactory. All values had a Cook’s distance <1 indicating that no 
cases had an undue influence on the model and on residuals, indicating that residuals 
were normally distributed.
Table 5 shows the intercorrelations for the predictor and dependent variables.
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Table 5
Intercorrelations fo r  Dependent Variables and Predictor Variables
Dependent Variables
Predictor
Variables
Responsibility/ 
threat beliefs
Perfectionism/
certainty
beliefs
Importance/
control
beliefs
Distress
levels
Urge to 
neutralise
Obsessive
compulsive
inventory
Observe .21* .29** .21* .25* .26* .36**
Describe -.19* .03 -.17* -.07 -.21* -.34**
Act with 
awareness
-.36** -.31** -.25* -.10 -.05 -.41**
Non­
judgment
-.37** -.49** .52** -.29** -.27** -.52**
Non­
reaction
-.03 -.14 -.14 -.17* -.09 -.16*
Notes: *p<.05, **p<.001
What follows is a summary of results for each multiple regression carried out.
3.3.3 Hypothesis 2a: Multiple Regression with Responsibility/Threat Beliefs
The five subscales of the FFMQ were entered in a multiple regression model as the 
predictor variables with responsibility/threat beliefs scores as the dependent variable. 
Table 5 reports intercorrelations for responsibility/threat beliefs and predictor 
variables. The correlations indicated that as hypothesised all the subscale scores on 
the FFMQ had a negative significant relationship with the responsibility/threat 
beliefs scores, apart from the ‘non-reaction’ subscale which was not significant and 
the ‘observe’ subscale which had a significant positive relationship. It was noted that 
the ‘observe’ subscale had an unexpected negative relationship with the ‘non 
judgment’ and ‘act with awareness’ subscale questioning the validity o f this subscale 
which will be returned to in the discussion (see section 4.3.3).
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The total model was significant (F5, 117) =5.5, p<.001 with the FFMQ predictor 
variables accounting for 18% of the variance of responsibility/threat scores. 
However, only the ‘non-judgement’ subscale uniquely contributed to the model, B= - 
.61, -.24, t(117) = -2.4, p = .02 (see Table 6), partially supporting hypothesis two,
which predicted that ‘describe’ and ‘observe’ subscales would also uniquely 
contribute to the variance of responsibility/threat beliefs.
Table 6
Regression Analysis fo r  Variables Contributing to Responsibility/Threat Beliefs
V ariable U n stan d ard ised  B 
(95% con fid en ce  
In tervals)
SEB-
Error
S tan d a rd  S ta n d a rd ised  g
C o n stan t 88.4 12.4
O bserve .26 .29 .08
D escribe -.33 .31 -.11
Act w ith  
a w a re n e ss
-.53 .33 -.17
N on -ju d g em en t -.61
(-1.14, -0.99)
.26 -.24*
N on-reaction
XT . T»2  1 0  ^XT 1 ^ 0
.06 .36 .18
Notes:  = . 1 8  ( N = 1 2 3 ,  p < . 0 0 1 ) .  * p < . 0 5
3.3.4 Hypothesis 2a: Multiple Regression with Perfectionism/Certainty Beliefs
The five subscales of the FFMQ were entered in a multiple regression model as the 
predictor variables with perfectionism/certainty beliefs scores as the dependent 
variable. Table 5 reports intercorrelations for perfectionism/certainty and predictor 
variables. ‘Non-judgement’ followed by ‘act with awareness’ had the strongest 
significant negative correlation with perfectionism/certainty beliefs. The correlations
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indicated that the ‘observe’ subscale had a significant positive relationship which 
was contrary to predictions.
The total model was significant (F5, 117) = 10.1, p<.001 with the FFMQ predictor 
variables accounting for 30% of the variance of perfectionism/certainty beliefs. 
Individually ‘describe’, {B= .66, .19, r(117) = -2.2, p = .03), ‘non-judgement’,
{B= -.98, y5= -.35, r(117) = -3.7, p<.001,) and ‘non-reaction’ subscale scores, (B= - 
.81, -.19, t{\ 17) = -2.2, p = .02) each significantly and uniquely contributed to the
model (see Table 7). The standardised beta values indicated that the ‘non-judgement’ 
subscale had the largest contribution to the model followed by ‘describe’ and ‘non­
reaction’ subscales which had an identical influence on the model. The results 
indicated that hypothesis two was partially supported as ‘non-judgement’ and 
‘describe’ subscale scores individually contributed to the model, but the ‘describe’ 
subscale, contrary to the hypothesis, had a positive rather than negative relationship 
with the perfectionism/certainty beliefs. Additionally, the ‘non-reaction’ subscale 
contributed to the model which was not predicted and the ‘observe’ subscale score 
did not contribute to the model as predicted.
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Table 7
Regression Analysis fo r  Variables Contributing to Perfectionism/Certainty Beliefs
V ariable U n s tan d a rd ised  B 
(95% con fid en ce  
in tervals)
SEB-
Error
S tan d a rd  S tan d a rd ised  p
C o n stan t 91.4 12.8
O bserve .53 .31 .15
D escribe .66
(.36,1.29)
.32 .19*
Act w ith  
aw a re n e ss
-.59 .34 -.18
N on -ju d g em en t -.98
(-1.51, -4.52)
.27 -.35**
N on-reaction -.81
(-1.53, -.08)
.37 -.19*
3.3.5 Hypothesis 2a: Multiple Regression with Importance/Control Beliefs
The five subscales of the FFMQ were entered in a multiple regression model as the 
predictor variables with importance/control beliefs scores as the dependent variable. 
Table 5 reports intercorrelations for importance/control beliefs and predictor 
variables and indicated that ‘non-judgment’ had the strongest significant positive 
correlation with the importance/control beliefs. All the FFMQ subscales had negative 
significant relationships with importance/control beliefs apart from ‘observe’ and 
‘non-judgment’ which had unexpected positive significant relationships and the 
‘non-reaction’ subscale which did not have a significant relationship with the 
importance/control beliefs.
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The total model was significant (F5, 117) = 9.6, p<.001 with the predictor variables 
accounting for 29% of the variance of the importance/control beliefs. Individually 
only the ‘non-judgement’ subscale {B = -1.0, -.53, t(117) = -5.4, p<.001)
significantly contributed to the model (see Table 8), which partially supported the 
hypothesis, which also predicted that the ‘describe’ and ‘observe’ subscales would 
uniquely contribute to the model.
Table 8
Regression Analysis fo r  Variables Contributing to Importance/Control Beliefs
V ariable U n stan d ard ised
B
(95% con fidence  
in tervals)
SEB-Standard
Error
S tan d a rd ised  p
C o n stan t 64.8 8.9
O bserve .09 .21 .04
D escribe -.31 .22 -.13
Act w ith  a w a re n e ss .19 .24 .09
N o n -ju d g em en t -1.0 .19 -.53**
(-1.38, .65)
N on-reaction -.17 .26 -.06
Notes:  = . 2 9  ( N = 1 2 3 ,  p < . 0 0 1 ) .  * * p < . 0 0 1
3.3.6 Hypothesis 2b: Multiple Regression with Distress Levels
The five subscales of the FFMQ were entered in a multiple regression model as the 
predictor variables with distress scores as the dependent variable. Table 5 reports 
intercorrelations for distress and predictor variables. The correlations indicated that 
only the ‘non-judgement’ and ‘non-reaction’ subscales had significant negative 
relationships with distress. The ‘observe’ subscale had an unexpected significant
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positive relationship with distress levels. The ‘non-judgement’ subscale had the 
strongest association with distress.
The total model was significant (F5, 117) =3.8, p= .003 with the predictor variables 
accounting for 14% of the variance of levels of distress. Individually the ‘observe’, 
subscale {B= 1.2, p= .21, t(117) = 2.2, p = .02) and ‘non-judgement’ subscale (B= - 
1.0, p= -.22, r(117) = 2.1, p = .03) significantly uniquely contributed to the model 
(see Table 9) as hypothesised. However in contrast to the hypothesis the ‘observe’ 
subscale had a positive relationship with distress levels. The standardised beta values 
indicated that both predictors had a similar influence on the model.
Table 9
Regression Analysis fo r  Variables Contributing to Distress Levels
V ariable U n stan d ard ised  B
(95% con fidence  
in tervals)
SEB S tan d ard ised  p
C o n stan t 61.06 22.7
O bserve 1.2 .55 .21*
(.13, 2.29)
D escribe -1.9 .57 -.04
Act w ith .41 .60 .08
a w a re n e ss
N o n-judgem en t -1.0 .48 -.22*
(-1.95, -.05)
N on-reaction
______ 1-.2 1 ,, /X T
-1.2 .65 -.18
3.3.7 Hypothesis 2c: Multiple Regression with Urge to Neutralise
The five subscales of the FFMQ were entered in a multiple regression model as the 
predictor variables with urge to neutralise as the dependent variable. Table 5 reports
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intercorrelations for urge to neutralise and predictor variables. Two of the subscale 
scores had significant negative relationships with urge to neutralise: ‘describe’ and 
‘non-judgement’. However, the ‘observe’ subscale had an unexpected significant 
positive relationship with urge to neutralise. The ‘non-judgement’ subscale had the 
strongest association with urge to neutralise.
The total model was significant (F5, 117) = 5.2, p<.001 with the predictor variables 
accounting for 18% of the variance of urge to neutralise. Individually the ‘observe’ 
(5= 1.3, p=  .23, r(117) = 2.4, p = .02) ‘describe’ (5= -1.6, p= -.29, r(117) =.28, p = 
.05) ‘act with awareness’ {B= 1.4, p=  .25, r(117) = 2.3, p = .02) and ‘non­
judgement’ subscale scores {B= -1.2, p= -.27, r(117)= -2.6, p = .01) significantly 
contributed to the model (see Table 10). In line with the hypothesis the ‘observe’ and 
‘non-judgement’ subscale scores individually contributed to the model, however 
contradictory to the hypothesis, the ‘observe’ subscale score had a positive 
relationship with urge to neutralise. In contrast to the hypothesis the ‘non-reaction’ 
subscale did not contribute to the model and additionally the ‘describe’ and ‘act with 
awareness’ subscales contributed to the model, with the ‘act with awareness’ 
subscale having a positive relationship which was not predicted. The standardised 
beta values indicated that ‘describe’ followed by the ‘non-judgement’ subscale had 
the largest influence on the model.
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Table 10
Regression Analysis fo r  Variables Contributing to Urge to Neutralise
V ariable U n stan d ard ised  B
(95% con fidence  
in tervals)
SEB-Standard
Error
S tan d ard ised  P
C o n stan t 44.9 22.6
O bserve 1.3
(.24, 2.39)
.54 .23*
D escribe -1.6
(-2.73, -.51)
.56 -.29*
Act w ith  a w a re n e ss 1.4
(.21, 2.59)
.59 .25*
N o n -ju d g em en t -1.2
(-2.19, -.31)
.48 -.27*
N on-reaction -.18 .65 -.03
3.3.8 Hypothesis 2d: Multiple Regression with OCI-R Scores
Table 5 reports intercorrelations for OCI-R scores and the predictor variables. The 
correlations indicated that the OCI-R scores were significantly correlated with all 
facets of mindfulness with the ‘non-judgment’ subscale the most strongly negatively 
correlated predictor followed by the ‘act with awareness’ subscale (see Table 5). The 
correlations indicated an unexpected positive relationship between OCI-R scores and 
the ‘observe’ subscale.
The five subscales of the FFMQ were entered in a multiple regression model as the 
predictor variables with OCI-R total scores as the dependent variable. The total 
model was significant (F5, 117) = 15.4, p<.001 with the predictor variables 
accounting for 39% of the OCI-R scores. Individually ‘observe’, {B =.51, p  =.23,
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^(117) = 2.9, p = .05), ‘describe’, {B= -.55, p= -.26, r(117) = 2.9, p = .03) and ‘non­
judgement’ subscale scores {B= -.64, -.37, r(117) = 4.09, p<.001) made unique,
significant contributions to the model as hypothesised (see Table 11). However in 
contrast to the hypothesis the ‘observe’ subscale had a positive relationship with the 
OCI-R scores. The standardised beta values suggested that the ‘non-judgement’ 
aspect of mindfulness made the largest contribution to the model. These results 
partially support hypothesis two as the ‘act with awareness’ subscale did not 
contribute to the model as predicted.
Table 11
Regression Analysis fo r  Variables Contributing to OCI-R Scores
V ariable U n stan d ard ised
B
(95% con fidence  
in tervals)
SEB-
Error
S tan d a rd  S tan d a rd ised  (3
C o n stan t 63.5 7.5
O bserve .51
(.16, .87)
.18 .23*
D escribe -.55
(-.92, -.19)
.19 -.26**
Act w ith  
a w a re n e ss
-.14 .19 -.07
Non ju d g e m e n t -.64
(-.95, -.33)
.16 -.37**
N on-reaction -.22 .21 -.08
Notes:  = . 3 9  ( N = 1 2 3 ,  p < . 0 0 1 ) .  * p < . 0 5 ,  * * p < . 0 0 1
Figure 5 graphically displays which mindfulness facets were uniquely associated 
with characteristics of OCD.
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Figure 5- Significant predictions between FFMQ subscales and OCD traits.
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Significant relationships between FFMQ subscale scores and characteristics of OCD showing the standardised 
P coefficient for the relationship (controlling for the other FFMQ variables) and total variance accounted for.
Figure 5  illustrates the significant and unique predictors reported in this study.
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4. Discussion
4.1 Summary of Results
Global mindfulness traits were signifieantly negatively correlated with some 
characteristics of OCD. In addition, specific mindfulness facets uniquely predicted 
specific OCD characteristics. What follows is a summary and discussion of the 
results found from this study.
4.1.1 Hypothesis 1
It was hypothesised that global mindfulness traits would be negatively correlated 
with characteristics of OCD. The results partially supported this hypothesis as 
significant negative correlations were found between global mindfulness traits and 
total scores on the OCI-R and the three subscales on the OBQ-44. Trends towards 
significant negative correlations were found between urge to neutralise and 
mindfulness traits and levels of distress and mindfulness traits, but they failed to 
meet Bonferroni’s corrected level of significance
4.1.2 Hypothesis 2
Hypothesis 2 predicted that specific mindfulness facets would uniquely predict 
specific OCD traits. It was predicted that (a) the ‘observe,’ ‘describe,’ and ‘non­
judgement’ subscales would uniquely predict beliefs attached to intrusive thoughts, 
(b) the ‘non-judgement’ and ‘observe’ subscales would uniquely predict levels of 
distress, (c) the ‘non-reaction,’ ‘non-judgement’ and ‘observe’ subscales would 
uniquely predict urge to neutralise and (d) the ‘act with awareness,’ ‘describe,’ 
‘observe’ and ‘non-judgment’ subseales would uniquely predict compulsive
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behaviours. Multiple regressions partially supported hypotheses 2 as described 
below.
4.1.3 Hypothesis 2a
Hypothesis 2a was partially supported. Only the ‘non-judgement’ subscale 
significantly uniquely predicted the variance of the responsibility/threat beliefs. The 
‘non-judgement’, and ‘non-reaction’ subscale scores signifieantly and uniquely 
contributed to the perfectionism/certainty beliefs, as did the ‘describe’ subseale 
although this was in the positive direction. However, the ‘observe’ subscale did not 
individually contribute to the model and ‘non-reaction’ was not predicted to 
contribute to the model. Only the ‘non-judgement’ subscale significantly contributed 
to the importance/control beliefs which indicated again that hypothesis 2a was 
partially supported.
4.1.4 Hypothesis 2b
Hypothesis 2b was supported with the ‘observe’ and ‘non-judgement’ subscales 
uniquely contributing to the variance of levels of distress. However, contrary to the 
hypothesis ‘observe’ uniquely predicted distress levels in a positive direction
4.1.5 Hypothesis 2c
In line with the hypothesis 2c the ‘observe’ and ‘non-judgement’ subscale scores 
individually contributed to urge to neutralise, but contradictory to the prediction the 
‘observe’ subseale scores uniquely predicted urge to neutralise in a positive 
direction. Additionally, which was not hypothesised, the ‘describe’ and ‘act with 
awareness’ subscale scores also uniquely contributed to the variance of urge to
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neutralise with the ‘act with awareness’ subscale having a surprising positive unique 
contribution.
4.1.6 Hypothesis 2d
As hypothesised ‘observe’, ‘describe’, and ‘non-judgement’ subscale scores made 
unique significant contributions to the measure of compulsive behaviours. Contrary 
to the prediction the ‘observe’ subscale made a positive unique contribution to the 
OCI-R seore and the ‘act with awareness’ subscale did not contribute to the model as 
predieted.
4.1.7 Overall Findings for Hypotheses 2
In summary, the findings suggested that specific facets of mindfulness do uniquely 
predict different characteristies that are presented in individuals who experience 
OCD. Mindfulness facets accounted for the greatest amount of variance (39%) in 
obsessive compulsive behaviours (as measured by the OCI-R). This suggests that 
mindfulness could be a particularly helpful treatment for individuals who display 
compulsive behaviours. It is apparent that the ‘non-judgement’ aspect of mindfulness 
appeared to be a particularly important facet as it was related to all the different 
characteristics of OCD that were measured. The ‘observe’ subseale appeared to be 
the next important factor as it uniquely contributed to the variance of three of the six 
measured characteristics of OCD. However, surprisingly this subscale always had a 
positive relationship with OCD characteristics, indicating that individuals who were 
more likely to observe their thoughts had higher levels of OCD characteristics, 
contrary to the predictions made. This will be explored further in the critical 
evaluation section below (see section 4.3.3).
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The ‘act with awareness’ subscale had a positive, unique relationship with the urge to 
neutralise characteristie of OCD when controlling for other mindfulness subscales, 
which was surprising. The results indicated that those who had high levels of aet with 
awareness tendencies had higher levels of urge to neutralise. In relation to 
individuals who experience OCD, it is not surprising that these individuals would 
have higher levels of awareness of their actions as they often perform compulsive 
behaviours such as washing to decrease their levels of anxiety and to prevent feared 
outcomes attached to their intrusions coming true (Clark, 2004).
In terms of the positive unique contribution of the ‘describe’ subscale to 
perfectionistic/certainty beliefs, it indicated that as perfeetionistie/eertainty beliefs 
increased so did the ability to describe emotional states. However, the ‘describe’ 
subscale made a unique negative contribution to the scores that measured compulsive 
behaviours, indicating that as compulsive acts increased the ability to describe 
emotions decreased. This could indicate that individuals with OCD who act to get rid 
of the distress and emotional difficulties associated with having intrusions may be 
less able to describe and name their emotional states. It could be the case that as 
individuals cannot describe their emotional states and thus cannot understand their 
emotions fully; they may act in compulsive ways to decrease their negative 
emotional states. The differences in direction of the contributions of the ‘describe’ 
subscale and different OCD traits are difficult to interpret conclusively and further 
research needs to investigate this relationship.
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4.2 Findings in the Context of Existing Literature
The results from this study support existing case studies that have indicated that 
mindfulness could be used as an alternative treatment to manage OCD characteristics 
(Patel et al., 2007; Singh et al., 2004), as the results indicated negative relationships 
between global mindfulness traits and OCD characteristies. This study supports the 
underlying theoretical basis that poor mindfulness traits are associated with OCD 
characteristics and thus teaching mindfulness skills to such individuals would be 
helpful. The results provide support for experimental studies that have found that 
mindfulness interventions lead to a decrease in OCD symptoms compared to control 
groups (Hanstede et al., 2008). However, it must be borne in mind that this was a 
cross-sectional study and causality cannot be inferred. It could be the case that OCD 
characteristics lead to poor mindfulness traits or that a third factor may account for 
the relationship between the dependent and independent variables in this study. 
Therefore one must be cautious when considering the implications of this study.
Past literature has suggested that mindfulness traits vary naturally in the population 
(Baer et al., 2004). It could be argued that the range of scores on the mindfulness 
measure in this study added support to this assertion. The range of scores on the 
measures of OCD traits indicated that in the sample student population OCD scores 
varied as suggested in previous literature (Marcks & Woods, 2007). No participants 
in this study contacted the researchers to report lasting distressing effects of the 
study, further indicating that the sentence used in this study to stimulate intrusive 
thoughts was not associated with any long lasting distress as previously suggested 
(Marcks & Woods, 2007; Rachman et al., 1996).
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Despite the limitations of the study design, this study could help to provide some 
evidence for the cognitive models of OCD which suggest that it is the role of 
negative appraisals that are central to obsessional thoughts and maintains OCD, as 
individuals attach personally relevant meanings and beliefs to the thoughts 
(Salkovskis et al., 2000). This study indicated that it was always non-judgment 
aspects of mindfulness that uniquely contributed to all these beliefs, indicating that if 
individuals are taught to take a non-judgemental stance to their thoughts and thus not 
attach personal and significant meanings to their thoughts it may prevent them from 
acting on and decrease the conviction in their beliefs.
This study may help us to understand why previous research investigating the 
association of mindfulness and OCD characteristics, have not found significant 
results. Marcks and Wood’s (2007) study investigated thought suppression and 
acceptance based skills and intrusive thoughts by asking participants to observe their 
thoughts. Marcks and Woods did not find any significant differences in distress and 
urge to neutralise between the mindfulness group and thought suppression group. 
Bati (2011) further extended this paradigm by incorporating more experimental 
periods and found no significant effects. The results of the current study indicated 
that ‘non-judgment’ and ‘describe’ aspects of mindfulness may need to be 
specifically taught to participants to achieve significant decreases in the urge to 
neutralise and ‘non-judgement’ aspects of mindfulness may need to be taught to 
participants to decrease distress levels. These specific aspects were not taught in 
these studies which may account for non-significant findings.
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4.3 Critical Evaluation
4.3.1 Strengths o f the Study
It is important to note the strengths of this study. To the author’s knowledge this is 
the first study in the literature to speeifically test the association between 
mindfulness skills and characteristics of OCD. The results of this study make a 
valuable contribution to the current literature, which have suggested that mindfulness 
interventions could be a helpful intervention to manage OCD characteristics. This 
study benefitted from a good sample size and complete data sets. Additionally, 
participants did not report any long lasting distressing effects from participation. The 
significant results of this study encourage further work to be undertaken to continue 
to assess the potential of mindfulness interventions to manage OCD characteristies.
4.3.2 Limitations o f Study Design
Limitations of the study design were noted. The study took no measure of adherence 
to instructions, therefore in the three minute period when participants were asked to 
think of anything they liked, it is unknown if participants were actively engaging in 
the experimental task. As this study used a previously validated sentence to provoke 
intrusive thoughts, it could have been the case that participants had encountered this 
sentence in previous studies, thus it may not have provoked intrusive thoughts or 
images adequately. Self report measures were used in this study which themselves 
have disadvantages including the potential for participants to interpret scaled 
response choices differently and the higher likelihood of response bias (Grabill et al., 
2008). As no researcher was present while participants completed the study it is not 
know if participants understood all of the questions asked. The online paradigm may
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have meant that participants checked radio buttons without adequately reading the 
questions.
4.3.3 Validity o f the FFMQ
It is worth looking at the ‘observe’ subscale of the FFMQ in more detail, as this 
subscale performed in unexpected ways in the analyses, questioning the validity of 
the subscale. Interestingly, the ‘observe’ subscale was significantly negatively 
correlated with the ‘act with awareness’ and ‘non-judgment’ scales (r=-.21, p=.02; 
r=-.38, p<.001 respectively). That is, the greater the tendency to observe thoughts 
and feelings the less the ability to act with awareness and not judge these 
experiences. Given the purpose of the FFMQ is to measure trait mindfulness, it is 
surprising that the ‘observe’ subseale appears to be measuring a construct that is 
negatively associated with other mindfulness constructs and this calls into question 
the validity of the ‘observe’ subseale.
The validity of the ‘observe’ subscale has been questioned in previous studies which 
have explored the psychometric properties of the FFMQ. Baer et al. (2006) tested 
two models of mindfulness. The first model included all of the five facets measured 
on the FFMQ and the second model excluded the ‘observe’ facet. They found that 
the second model had a better fit and concluded that ‘describe,’ ‘act with awareness,’ 
‘non-judgment’ and ‘non-reaet’ could be considered as broad facets of mindfulness.
Baer et al. (2004) reported a significant negative correlation between the ‘observe’ 
and ‘non-judgement’ aspects of mindfulness with individuals who had no meditation 
experience. Indicating that in these individuals attending to experiences might 
typically be associated with judging them. However, in individuals with meditation
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experience the relationship between the ‘observe’ and ‘non-judgmental’ subscales 
were positive. Thus this indicates that the ‘observe’ faeet is particularly sensitive to 
meditation experiences which could alter its relationship with other mindfulness 
facets (Baer et al., 2004).
Looking at the items on the FFMQ that represent ‘observe’ tendencies, the questions 
asked individuals if they were aware that their emotions were linked to their bodily 
sensations (e.g. ‘I pay attention to how my emotions affect my thoughts and 
behaviour’, question 37), if  they paid attention to their bodily sensations (e.g. ‘When 
I am walking I deliberately notice the sensations of my body moving,’ question 9) 
and the impact of outside elements on their body (e.g. ‘I notice the smell and aromas 
of things’ question 29). Such questions could be tapping hypervigilanee to bodily 
sensations, which is associated with anxiety (McLean, Asnaani, Litz & Hofmann, 
2011), rather than mindfulness. Hypervigilence is characteristic of individuals who 
experience OCD (Clark & Beck, 2010). It has been suggested that as the items on the 
‘observe’ subscale address external stimuli compared to the other facets of 
mindfulness on the FFMQ, which are primarily concerned with cognitions and 
emotions, this could account for the unexpected patterns (Baer et al., 2006).
Additionally participants in this study were assumed to have no knowledge of 
mindfulness. When they answered the questions on the FFMQ ‘observe’ subseale 
they may have not answered the questions from a ‘mindful’ point of view. Therefore 
participants may have interpreted questions in a different way to what was intended 
and this may have biased results. Without interviewing participants one cannot be 
sure that any of the questionnaires were answered as expected. Future studies could 
educate participants in concepts of mindfulness before giving them questionnaires to
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answer and facilitate face to face experimental studies. As the definition of 
mindfulness varies considerably amongst different rating scales, it must be noted that 
different aspects of mindfulness may have been indicated to be related to OCD 
characteristics if different measures had been used.
4.3.4 Appraisal Rating Scales
Limitations of the use of appraisal rating scales used to measure distress and urge to 
neutralise were noted. While such rating scales have been used in previous studies 
(Bati, 2011; Marcks & Wood, 2007) these were the only measures that did not meet 
the Bonferonni corrected significance levels in the correlations. It could be that these 
visual analogue scales were not sensitive enough in this study to truly capture 
distress or urge to neutralise levels.
4.3.5 Data Analysis
The data analysis method utilised could be criticised. Multiple regressions were used 
to test parts of the model separately to explore which factors uniquely predicted 
specific characteristics of OCD, rather than using path analysis. Path analysis is a 
more advanced statistical model which would have tested the model in a single test. 
However, this analysis was unable to be utilised as it was beyond the training of the 
main researcher. Therefore a statistical method was chosen that the researcher had 
knowledge of. When writing up findings for publication path analysis will be 
considered, in conjunction with the study supervisor.
It should be borne in mind that the specific mindfulness facets accounted for 18% to 
39% of the variance of individual OCD traits, indicating that over half of the 
variance for OCD traits were not accounted for. Thus, while future mindfulness
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interventions could be used to manage specific OCD characteristics it must be noted 
that significant changes may not be found if other possible contributing factors are 
not explored and targeted.
4.3.6 Sample
The majority of participants in this study were young, White British females who 
were well educated. It is possible that given that the sample was well educated they 
could have had higher levels of perfectionistic traits in comparison to the general 
population, a characteristie associated with OCD (OCCWG, 2005). Therefore it 
cannot be assumed that data gathered from this student population would mirror data 
gathered in a general population sample. In addition, given that mindfulness comes 
from an Eastern tradition (Kabat-Zinn, 1994), it could be that had participants been 
more diverse in ethnicity it would have impacted the data. However, violations of 
multiple regression were not found in the analysis suggesting that the multiple 
regression models were robust, despite skewness on some measures. A future study 
would be wise to replicate the current study design in a sample that better represents 
the general population in terms of gender, age, ethnicity and education in order to 
ascertain if the model is supported in a more representative sample.
4.4 Clinical implications
Despite the caveats of this study, clinical implications can be drawn. The key 
findings of this study were twofold: 1) the consistent relationship between non­
judging and OCD characteristics and 2) the positive relationship of OCD traits and 
the ‘observe’ subscale. As mindfulness skills can be cultivated through practice 
(Kabat-Zinn, 1994), clinieally these results suggest that teaching individuals who
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experience OCD non-judging skills may be particularly important. Secondly, 
teaching people who experience OCD to observe their experiences needs to be taught 
with caution as this could become heightened hypervigilanee, whieh could perpetuate 
symptoms of OCD, rather than observing in the mindfulness sense. While this study 
did not measure state mindfulness, mindfulness based interventions explicitly 
encourage development of both trait and state mindfulness. A future study based on 
the same design as the study outlined in this thesis could include the TMS (Lau et al., 
2006) to explore the relationship between state mindfulness and OCD charaeteristics.
Although causality cannot be inferred, this study provides underlying theoretical 
evidence that poor mindfulness skills are negatively associated with OCD 
characteristics. Further, this study indicated that specific mindfulness facets uniquely 
predicted specific OCD characteristics, which suggests that mindfulness techniques 
are a helpful way of managing characteristics of OCD. Future clinical interventions 
could therefore concentrate on teaching specific facets of mindfulness depending on 
which primary experiences of OCD are clinically presented. However, with changes 
being made in the National Health Service to make financial savings, mindfulness 
techniques may not prove to be cost effective, as it must be borne in mind that 
mindfulness facets only accounted for up to 39% of the variance of OCD 
charaeteristics. Although, mindfulness therapies are usually taught in a group format 
whieh could potentially make them cost effective in comparison to individual 
therapy.
213
4.5 Future Work
A particular implication of this study was the consistent relationship between ‘non 
judgment’ and characteristics of OCD, thus future studies might attempt to develop a 
mindfulness intervention with non-judging as the central aspect and test the 
effectiveness of this. To test the results found in this study, further work could carry 
out interventions based on teaching participants specific mindfulness techniques 
related to specific symptoms, e.g. teaching participants non-reaction skills and 
measuring if there is a decrease in perfectionism/certainty beliefs. Future work could 
consider re-administering this type of study with a clinical population to investigate 
how well these findings generalise.
Given that this is the first study to test the underlying theory of mindfulness and 
OCD charaeteristics, future studies could continue to explore these relationships by 
identifying which mindfulness traits uniquely predict other characteristics of OCD 
and subtypes of OCD such as hoarding. Additionally, future studies could consider 
comparing a clinical sample of individuals who have an OCD diagnosis to a healthy 
control group to continue to explore the relationship with mindfulness traits. If 
significant differences are found between the groups it would add further weight to 
the assertion that poor mindfulness skills may be a ‘risk factor’ for developing OCD 
characteristies. However, this categorical approach to diagnosis assumes that there 
are clear distinctions between groups. The literature suggests that factors associated 
with OCD lie on a continuum (Foa et al., 2002), therefore future studies utilising 
categorical designs must bear this in mind.
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5. Final Conclusions
Mindfulness-based approaches have been found to be a helpful way to treat 
individuals with OCD characteristics in a few emerging studies (e.g. Singh et al., 
2004). Mindfulness teaches individuals to accept thoughts as transient mental states 
without any significant meaning, thus in theory mindfulness teaches individuals to 
question the meanings they place on their intrusive thoughts and resultant behaviour. 
This was the first study to take a step back and test the underlying theory that poor 
mindfulness traits would be associated with OCD characteristies. In conclusion this 
study found that poor mindfulness skills may be a risk factor for developing OCD 
characteristics. It is concluded that specific mindfulness facets uniquely predicted 
specific OCD characteristics, which have not been explored in previous studies. In 
particular the non-judgment aspect of mindfulness was consistently associated with 
OCD characteristics and a mindfulness based intervention focusing on developing 
this skill in individuals who experience OCD symptoms may be warranted.
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Appendix 1- Demographic information
Information About You
Please fill in the information below but clicking on the correct radio buttons 
Age in years
Gender (please tick) Male Female
Marital Status (please tick) Single Married
Divorced Co-habiting
Ethnicity (please tick)
White British 
White English 
White Scottish 
White Welsh
Any other White British background 
Irish
Any other White background 
White and Black Caribbean 
White and Black African 
White and Asian 
Any other mixed background
Asian, Asian British, Asian English, Asian Scottish, Asian Welsh
Indian
Pakistani
Bangladeshi
Any other Asian background
234
Black, Black British, Black English, Black Scottish, Black Welsh
Caribbean
African
Any other Black background 
Chinese
Middle Eastern/North African 
Any other background
University level (please tick) Undergraduate Postgraduate 
University Course
If you wish to  leave the  survey a t  any time you can close the  browser window.
Continue
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Appendix 2- OCI-R Questionnaire
The following statem ents refer to experiences that  many people have in their everyday 
lives. Click the aerial button that corresponds to the number that best describes HOW  
MUCH that  experience has DISTRESSED or BOTHERED you during the PAST MONTH. The 
numbers refer to  the following verbal labels:
1= Not at all
2= A little
3= Moderately
4= A lot
5= Extremely
1 . 1 have saved up so many things that  they get in the way. 1 2  3 4 5
2 . 1 check things more often than necessary. 1 2  3 4 5
3 . 1 get upset if objects are not arranged properly. 1 2  3 4 5
4 . 1 feel compelled to count while I am doing things. 1 2  3 4 5
5 . 1 find it difficult to touch an object when I know it has been touched by strangers
or certain people. 1 2  3 4 5
6 . 1 find it difficult to control my own thoughts. 1 2  3 4 5
7 . 1 collect things I don't need. 1 2  3 4 5
8 . 1 repeatedly check doors, windows, drawers, etc. 1 2  3 4 5
9 . 1 get upset if others change the way I have arranged things. 1 2  3 4 5
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1 0 .1 feel I have to repeat certain numbers. 1 2  3 4 5
1 1 .1 sometimes have to  wash or clean myself simply because I feel contaminated. 1 2  3 4 5
1 2 .1 am upset by unpleasant thoughts that come into my mind against my will. 1 2  3 4 5
1 3 .1 avoid throwing things away because I am afraid I might need them later. 1 2  3 4 5
1 4 .1 repeatedly check gas and water taps and light switches after turning them  off. 1 2  3 4 5
1 5 .1 need things to be arranged in a particular order. 1 2  3 4 5
1 6 .1 feel that there are good and bad numbers. 1 2  3 4 5
1 7 .1 wash my hands more often and longer than necessary. 1 2  3 4 5
1 8 .1 frequently get nasty thoughts and have difficulty in getting rid of them. 1 2  3 4 5
If you wish to leave the survey at any time you can close the browser 
window.
Continue
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Appendix 3- FFMQ
Please rate each of the following statements using the scale provided. Click the correct 
radio button next to the numbers that  best describes your own opinion of what is generally 
true for you.
1 Never or very rarely true
2 Rarely true
3 Sometimes true
4 Often true
5 Very often or always true
1 . 1 notice changes in my body, such as whether my breathing slows down or 
speeds up.
2. I'm good at finding the words to describe my feelings.
123 45
123 45
3. When I do things, my mind wanders off and I'm easily distracted. 123 45
4 . 1 criticize myself for having irrational or inappropriate emotions. 123 45
5 . 1 pay attention to whether my muscles are tense or relaxed. 123 45
6 . 1 can easily put my beliefs, opinions, and expectations into words. 123 45
7. When I'm doing something. I'm only focused on what I'm doing, nothing else. 123 45
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8 . 1 tend to  evaluate whether my perceptions are right or wrong.
123 45
9. When I'm walking, I deliberately notice the sensations of my body moving. 123 45
10. I'm good at thinking of words to  express my perceptions, such as how things 
taste, smell, or sound. 123 45
1 1 .1 drive on "automatic pilot" without paying attention to what I'm doing. 123 45
1 2 .1 tell myself tha t  I shouldn't be feeling the way I'm feeling. 123 45
13. When I take a shower or bath, I stay alert to  the sensations of water on my 
body.
123 45
14. It's hard for me to  find the words to describe what I'm thinking. 123 45
15. When I'm reading, I focus all my attention on what I'm reading. 123 45
1 6 .1 believe some of my thoughts are abnormal or bad and I shouldn't think that  
way.
123 45
1 7 .1 notice how foods and drinks affect my thoughts, bodily sensations, and 
emotions.
123 45
1 8 .1 have trouble thinking of the right words to express how I feel about things. 123 45
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19. When I do things, I get totally wrapped up in them and don 't think about 
anything else.
123 45
2 0 . 1 make judgments about w hether my thoughts are good or bad. 123 45
2 1 . 1 pay attention to sensations, such as the wind in my hair or sun on my face. 123 45
22. When I have a sensation in my body, it's difficult for me to describe it because 
I can't find the right words.
123 45
2 3 . 1 don 't  pay attention to  what I'm doing because I'm daydreaming, worrying, or 
otherwise distracted. 123 45
2 4 .1 tend to make judgments about how worthwhile or worthless my experiences
are. 123 45
2 5 .1 pay attention to sounds, such as clocks ticking, birds chirping, or cars passing. 123 45
26. Even when I'm feeling terribly upset, I can find a way to put it into words. 123 45
27. When I'm doing chores, such as cleaning or laundry, I tend to daydream or
think of other things. 123 45
2 8 . 1 tell myself that  I shouldn't be thinking the way I'm thinking. 123 45
2 9 .1 notice the smells and aromas of things. 123 45
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3 0 . 1 intentionally stay aware of my feelings. 123 45
3 1 .1 tend to do several things at once rather than focusing on one thing at a time. 123 45
3 2 . 1 think some of my emotions are bad or inappropriate and I shouldn't feel them. 123 45
3 3 . 1 notice visual elements in art or nature, such as colours, shapes, textures, or 
patterns of light and shadow. 123 45
34. My natural tendency is to put my experiences into words. 123 45
35. When I'm working on something, part of my mind is occupied with other
topics, such as what I'll be doing later, or things I'd rather be doing. 123 45
3 6 . 1 disapprove of myself when I have irrational ideas. 123 45
3 7 .1 pay attention to how my emotions affect my thoughts and behaviour. 123 45
3 8 . 1 get completely absorbed in what I'm doing, so that  all my attention is focused
on it. 123 45
3 9 . 1 notice when my moods begin to change. 123 45
If you wish to leave the survey at any time you can close the browser 
window.
Continue
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Appendix 4- OBQ-44
This inventory lists different attitudes or beliefs that people sometimes hold. Read each 
statem ent carefully and decide how much you agree or disagree with it.
For each of the statements, choose the number, by clicking on the radio buttons, matching 
the answer that best describes how you think. Because people are different, there are no 
right or wrong answers.
To decide whether a given s tatem ent is typical of your way of looking at things, simply keep 
in mind what you are like most of the time.
Use the following scale:
1 Disagree very much
2 Disagree moderately
3 Agree a little
4 Neither agree nor disagree
5 Agree a little
6 Agree moderately
7 Agree very much
In making your ratings, try to avoid using the middle point of the scale (4), but rather 
indicate whether you usually disagree or agree with the statements about your own beliefs 
and attitudes.
1 . 1 often think things around me are unsafe. 1 2 3 4 5  6 7
2. If I'm not absolutely sure of something. I'm bound to make a mistake. 1 2  3 4 5 6 7
3. Things should be perfect according to my own standards. 1 2  3 4 5 6 7
4. In order to be a worthwhile person, I must be perfect at everything I do. 1 2 3 4 5 6 7
5. When I see any opportunity to do so, I must act to prevent bad things from
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happening. 1 2  3 4 5  6 7
6. Even if harm is very unlikely, I should try to prevent it at any cost. 1 2  3 4 5 6 7
7. For me, having bad urges is as bad as actually carrying them out. 1 2  3 4 5 6 7
8. If I don 't act when I foresee danger, then I am to blame for any consequences
1 2 3 4 5 6 7
9. If I can't do something perfectly, I shouldn't do it at all. 1 2  3 4 5 6 7
1 0 .1 must work to my full potential at all times. 1 2  3 4 5 6 7
11. It is essential for me to consider all possible outcomes of a situation. 1 2  3 4 5 6 7
12. Even minor mistakes mean a job is not complete. 1 2  3 4 5 6 7
13. If I have aggressive thoughts or impulses about my loved ones, this means I may 
secretly want to hurt them. 1 2 3 4 5  6 7
1 4 .1 must be certain of my decisions. 1 2  3 4 5 6 7
15. In all kinds of daily situations, failing to prevent harm is just as bad as deliberately 
causing harm. 1 2  3 4 5 6 7
16. Avoiding serious problems (for example, illness or accidents) requires constant
effort on my part. 1 2  3 4 5 6 7
17. For me, not preventing harm is as bad as causing harm. 1 2  3 4 5 6 7
1 8 .1 should be upset if I make a mistake. 1 2  3 4 5 6 7
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1 9 .1 should make sure others are protected from any negative consequences of my 
decisions or actions. 1 2 3 4 5  6 7
20. For me, things are not right if they are not perfect. 1 2  3 4 5 6 7
21. Having nasty thoughts means I am a terrible person. 1 2  3 4 5 6 7
22. If I do not take extra precautions, I am more likely than others to have or cause a 
serious disaster. 1 2  3 4 5 6 7
23. In order to  feel safe, I have to be as prepared as possible for anything tha t  could go 
wrong. 1 2  3 4 5 6 7
2 4 . 1 should not have bizarre or disgusting thoughts. 1 2  3 4 5 6 7
25. For me, making a mistake is as bad as failing completely. 1 2  3 4 5 6 7
26. It is essential for everything to  be clear cut, even in minor matters. 1 2  3 4 5 6 7
27. Having a blasphemous thought is as sinful as committing a
sacrilegious act. 1 2  3 4 5 6 7
2 8 .1 should be able to rid my mind of unwanted thoughts. 1 2  3 4 5 6 7
2 9 .1 am more likely than other people to accidentally cause harm to
myself or to others. 1 2  3 4 5 6 7
30. Having bad thoughts means I am weird or abnormal. 1 2  3 4 5 6 7
3 1 . 1 must be the best at things that  are important to me. 1 2  3 4 5 6 7
32. Having an unwanted sexual thought or image means I
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really want to do it. 1 2 3 4 5  6 7
33. If my actions could have even a small effect on a potential
misfortune, I am responsible for the  outcome. 1 2  3 4 5 6 7
34. Even when I am careful, I often think that  bad things will happen. 1 2  3 4 5 6 7
35. Having intrusive thoughts means I'm out of control. 1 2  3 4 5 6 7
36. Harmful events will happen unless I am very careful. 1 2  3 4 5 6 7
3 7 . 1 must keep working at something until it's done exactly right. 1 2  3 4 5 6 7
38. Having violent thoughts means I will lose control and become violent. 1 2  3 4 5 6 7
39. To me, failing to prevent a disaster is as bad as causing it. 1 2  3 4 5 6 7
40. If I don 't do a job perfectly, people won't respect me. 1 2  3 4 5 6 7
41. Even ordinary experiences in my life are full of risk. 1 2  3 4 5 6 7
42. Having a bad thought is morally no different than doing a bad deed. 1 2  3 4 5 6 7
43. No m atter what I do, it won't be good enough. 1 2  3 4 5 6 7
44. If I don 't control my thoughts. I'll be punished. 1 2  3 4 5 6 7
If you wish to leave the survey at any time you can ciose the browser 
window.
I------- \
Continue
245
#  UNIVERSITY OF
-  SURREY
Appendix 5- Duration
Please ra te  how  much t im e  o u t  o f  th e  th r e e  m inu tes  you approx im ate ly  sp e n t  
thinking ab o u t  t h e  intrusive th o u g h t  p re se n te d  on th e  previous sc reen s  by clicking 
on th e  ap p ro p r ia te  radio b u tton .
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
N one All of
of t h e  th e
t im e  t im e
If you w ish to  leave th e  survey a t any tim e  you can close th e  brow ser w in d o w .
Continue
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Appendix 6-Distress
Please rate in this box how distressed you feel in response to  the intrusive thought 
presented on the screen before, by clicking the appropriate radio buttons.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Not at Extremely
all distressed
distressed
If you wish to leave the survey at any time you can close the browser 
window.
Continue
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Appendix 7- Urge to Neutralise
Please ra te  ho w  much you have t h e  urge to  do  so m eth in g  in re sp o n se  to  th e  
th o u g h t  p re sen ted  on th e  previous screen , by clicking th e  ap p ro p r ia te  radio 
b u ttons .
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
No urge Definitely
To do w a n t  to  do
Anything so m eth in g
If you wish to leave the survey at any time you can close the browser 
window.
Continue
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Appendix 8- Information Screen
Investigating people's ways o f responding to  Intrusive Thoughts
My n am e  is Anisha Paddam  and  I am  a t ra in e e  clinical psychologist based  in th e  
Psychology D e p a r tm en t  a t  th e  University of Surrey, Guildford. As par t  of my 
tra in ing I have to  co n d u c t  research  with m e m b e rs  of t h e  public.
I am  research ing  th e  d iffe ren t w ays t h a t  p eop le  natura lly  re sp o n d  to  u n p leasa n t  
intrusive th o u g h ts  and  I w ould  like to  invite you to  help m e  with th is  by taking par t  
in my study. To help you dec ide  if you w ould like to  tak e  part,  p lease  read  this 
Inform ation Screen.
W h a t is th e  study about?
It is well known th a t  a t  t im es, ev e ry o n e  experiences  u n p leasa n t  and  u n w a n te d  
th o u g h ts .  T hese  th o u g h ts  can ju s t  pop  random ly  into o u r  minds. This s tudy  will look 
a t  t h e  way in which peop le  re spond  to  th e s e  th o u g h ts .  It is h o ped  th a t  t h e  findings 
of t h e  s tudy  will help us to  b e t te r  u n d e rs ta n d  th e  ad v an tag es  and  d isadvan tages  of 
re sponding  to  u n p leasa n t  th o u g h ts  in d iffe ren t ways.
W h a t w ill I have to  do?
The w hole  of th is  s tudy  is online. Once you have finished reading  th e  inform ation  
sc reens  you will be tak en  to  a n o th e r  screen  and  you will be  asked if you ag ree  to  
tak e  part.  If you have any  q u es t io n s  befo re  making a decision a b o u t  taking p a r t  you 
can co n tac t  t h e  s tudy  re search ers  (con tac t details  below).
If you ag ree  to  tak e  par t  in th e  s tudy  you will be  asked to  fill in so m e  q u es t io n n a ire s  
on m ood  and  personality.
After this you will th e n  be  given a very u n p leasa n t  th o u g h t  to  focus on.
You will th e n  be  asked to  co m p le te  a few  m o re  ques t ionna ire s .  The s tu d y  will t a k e  
approx im ate ly  30 m inu tes  to  com ple te .
The s tudy  d a ta  collected is entire ly  an o n y m o u s  and  ca n n o t  be  t ra c ed  back to  you. 
Any personal in form ation, for exam ple  your  email add ress ,  collec ted will be  kep t  
confidential for  5 years  by th e  University of Surrey in acco rd an ce  with t h e  Data 
P ro tection  Act 1998.
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Do I have to  take  part?
No, taking par t  in this s tudy  is en tire ly  up to  you. If during t h e  s tudy  you dec ide  th a t  
you no longer w a n t  to  co m p le te  t h e  study, you are  f ree  to  t e rm in a te  your 
partic ipation by clicking on th e  'exit ' b u t to n ,  which is p re sen t  a t  t h e  b o t to m  of each  
sc reen  o r by closing th e  w eb  b row ser.
Can I leave th e  Study?
You a re  f ree  to  t e rm in a te  th e  s tudy  a t  any  t im e  by closing th e  brow ser.  H ow ever 
o n ce  you have tak en  part  in th e  s tudy  and  su b m itted  your  d a ta  you will no t  be able 
to  w ith d raw  from  th e  study. This is b ecau se  your  d a ta  will be com ple te ly  
an o n y m o u s  and  th e r e  is no way of trac ing  your  d a ta  to  rem ove  th e m .
Potentia l Risks o f tak ing  part
The s tudy  d o es  no t  involve p ro ced u re s  t h a t  could place you a t  risk of sustain ing 
physical o r  psychological injuries. However, you will be given a list of co n tac t  
n u m b ers  of professionals  with w h o m  you can discuss any  difficulties you m ay 
experience  following your partic ipation . If you have a m en ta l  hea lth  p rob lem , or 
had  a m enta l  health  prob lem  in t h e  past, you will no t  be asked to  disclose it and  you 
can partic ipa te  a t  your  discretion.
Potentia l Benefits
If you co m p le te  th e  s tudy  you will be given th e  o p p o r tu n ity  to  be  e n te r e d  into a 
prize d raw  with prizes of £50 and  £25 Amazon vouchers .
W h a t if th e re  is a problem ?
If you have any  concerns  a b o u t  any asp ec t  of t h e  w ay you have b een  t r e a te d  during 
th e  cou rse  of th e  research  study, you can co n tac t  my superv isor Clara S trauss, h e r  
co n tac t  details  a re  a t  t h e  end  of this screen .
Has th e  research been approved by any com m ittee?
The s tudy  has b een  approved  by University of Surrey Ethics C om m ittee .
I h o p e  I have an sw e red  all of your  q ues t ions  a b o u t  th e  research  study, b u t  p lease  
feel to  ask m e  anyth ing  else th a t  I have no t  covered . My co n tac t  details  and  th o s e  
of my superv isor a re  below.
Thonk you fo r taking the tim e to read this Information Screen.
Anisha Paddam
Trainee Clinical Psychologist
U niversity  o f Surrey
Em ail- A .Paddam @ surrey.ac.uk
Supervisor:
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Dr Clara Strauss
R e s e a rc h  T u to r  a n d  J o in t  A d m is s io n s  T u to r  
P sy ch D  C lin ical P sy c h o lo g y  P ro g r a m m e  
U n iv e rs ity  o f  S u r re y  
C .S t r a u s s @ s u r r e y .a c .u k
If you w ould  like to  agree to  take  part in this study please press th e  'con tinue ' 
b u tto n . If you w ou ld  like to  contact the  researcher and ask th e m  questions before  
proceeding please click on th e  'em ail researcher b u tto n .' If you do not w ish to  
proceed you can close th e  brow ser at any tim e .
If you wish to leave the survey at any time you can close the browser 
window.
C o n tin u e
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Appendix 9- Consent Form
I voluntarily ag ree  to  tak e  par t  in t h e  study.
I have read  and  u n d e rs to o d  th e  Inform ation Screen and  I have b een  given a full 
exp lanation  of t h e  na tu re ,  p u rpose ,  and  likely du ra tion  of t h e  study, and  of w h a t  I 
will be  ex p ec ted  to  do. It has b een  explained th a t  it is highly unlikely I will 
expe rience  any  ill-effects on my hea lth  and  well being as a result of my partic ipation 
in t h e  study. I also u n d e rs ta n d  th a t  I will be given a list of co n tac t  n u m b ers  of 
professionals  with w h o m  I can discuss any difficulties I expe rience  following my 
partic ipation . I have b een  given th e  re sea rch e rs  details and  have had  th e  
o p p o r tu n i ty  to  co n tac t  th e m  an d  to  ask q u es t io n s  on all a sp ec ts  of t h e  s tu d y  and  
have u n d e rs to o d  th e  advice and  inform ation  given as a result.
I ag ree  to  com ply with any  instruction  given to  m e  during  th e  s tu d y  and  to  co ­
o p e ra te  fully with t h e  investigators.
I u n d e rs ta n d  th a t  all personal d a ta  re lating to  v o lu n tee rs  is held and  p rocessed  in 
th e  s tr ic tes t  confidence, and  in acco rd an ce  with th e  Data P ro tection  Act 1998. I 
ag ree  th a t  I will no t  seek  to  restr ict t h e  use  of th e  results of t h e  s tu d y  on th e  
u n d e rs tan d in g  th a t  my anonym ity  is p reserved .
I u n d e rs ta n d  th a t  I am  free  to  w ith d raw  from  th e  s tudy  a t  any t im e  w ith o u t  n eed ing  
to  justify my decision and  w ith o u t  prejudice.
I acknow ledge  th a t  in considera tion  for com pleting  th e  s tudy  I will be given th e  
option  of being e n te re d  in to  a prize d raw  with prizes of £50, £25.
I confirm th a t  I have read and  u n d e rs to o d  th e  ab o v e  and  freely c o n se n t  to  
partic ipating in this study. I have b ee n  given a d e q u a te  t im e  t o  cons ider  my 
partic ipation  and  ag ree  to  com ply with t h e  instructions and  res tr ic tions of th e  
study.
If you w ould  like to  ag ree  to  tak e  par t  in this s tudy  p lease  press  t h e  M ag re e '  b u t to n .  
If you w ould  like to  co n tac t  th e  re sea rc h e r  and  ask th e m  q u es t io n s  b e fo re  
p roceed ing  p lease  click on Anisha's email address:  A .Paddam @ surrey .ac .uk  If you 
do  n o t  wish to  p roceed  p lease  you can close th e  b ro w se r  w in d o w  a t  any  t im e  and  
you can press  th e  'I do  no t ag ree ' b u tton .
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Do you ag ree  to  go on?  
I ag ree
I do  no t  ag ree
If you wish to leave the survey at any time you can close the browser 
window.
Continue
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Appendix 10-Debrief
Thank you fo r  partic ipating in this study!
W h en  so m e  peop le  expe rience  unp leasan t ,  intrusive th o u g h ts  th e y  m ight try  to  
push  th e m  o u t  of th e ir  minds o r th e y  m ight ge t  caugh t up in worrying a b o u t  th e m .  
However, o th e r  peop le  a re  natura lly  able  to  no tice u n p leasan t  th o u g h ts  w ith o u t  
pushing th e m  aw ay  o r  ge t t ing  d raw n into th em ,  and  ju s t  allow th e s e  th o u g h ts  to  
fad e  and  pass.
This s tudy  w as  looking a t  w h e th e r  how  peop le  norm ally  re spond  to  th e ir  th o u g h ts  is 
assoc ia ted  with how  th e y  feel w h e n  given an u n p leasa n t  th o u g h t  to  th ink  ab o u t .
Everyone experiences  u n w a n te d ,  u n p leasan t  intrusive th o u g h ts  and  it is co m m o n  to  
feel u p se t  by th e s e  th o u g h ts .  It w ould  be  ex p ec ted  to  feel u n se t t led  by th e  th o u g h t  
you w e re  asked to  consider today . If h o w ev er  you co n tin u e  to  feel d is tressed  you 
m ay dec ide  to  talk  to  s o m e o n e  ab o u t  how  you a re  feeling. You can c o n tac t  th e  
W ellbeing Centre , a t  t h e  University of Surrey.
The Well being ce n tre  is o p en  Mon -  Fri 9 am -5pm , and  offers:
1. Drop in sessions. Sessions a re  available each  day a t  2pm .
2. Crisis ap p o in tm en ts .  A p p o in tm en ts  a re  available each  day a t  3pm . T hese  
a p p o in tm e n ts  a re  for  peop le  w h o  feel th e y  n eed  to  speak  to  s o m e o n e  urgently  and 
a re  unab le  to  w ait fo r a regular a s se ssm e n t  session. T hese  a re  n o t  d ro p  in sess ions  
and  should  be booked  as early in t h e  day  as possible. If you feel you n eed  to  book 
o n e  of th e s e  sessions, p lease  co n tac t  t h e  W ellbeing Centre.
If you w ould like fu r th e r  in form ation  on intrusive u n p leasan t  th o u g h ts  p lease  
co n tac t  local charities on th e  details below:
w w w .Ocduk.org
w w w .ocdaction .o rg ,uk
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Contact in form ation: If you w ould  like to  discuss t h e  s tudy  o r  its effects  on you 
personally  a f te r  its com pletion , you a re  very w e lco m e to  co n tac t  th e  lead 
re search er ,  Anisha Paddam  a t  a .p ad d am @ su rrey .ac .u k .
Com plaints: Any com plain t  o r  concerns  a b o u t  t h e  way you have b een  t r e a te d  
during th e  course  of t h e  s tu d y  will be ad d ressed .  Please co n tac t  Dr Clara S trauss by 
email a t  c .s trauss@ surrey .ac .uk .
If you w ould  like to  receive a copy o f th e  findings a n d /o r  if you w ou ld  like to  be 
entered  in to  th e  prize d raw  and have th e  o p p o rtu n ity  to  w in  up to  1 x £50  and 2 x 
£25  in Am azon vouchers please em ail th e  researcher by clicking on th e  em ail 
address a .paddam @ surrey.ac.uk
If you wish to leave the survey please close the browser.
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Appendix 11-Ethical Approval
UNIVERSITY OF
SURREY
Dr A drian  C oyle
C hair: F acu lty  of A rts  a n d  H um an  S c ie n c e s  E th ic s  
C o m m ittee , U n ivers ity  of S u rre y
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK 
T :+44 (0)1483 689445 
F: +44 (0)1483 689550
Anisha Paddam
Trainee Clinical Psychologist
29th March 2012
Dear Anisha
R eferen ce: 6 8 9 -P S Y -1 1 RS
T itle  o f P ro ject: Is M in d fu ln e ss  a h elp fu l w a y  to  resp o n d  to  in tru s iv e  th o u g h ts  
in a n o n -c lin ica l p o p u la tio n ?
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a 
favourable ethical opinion.
If there are any significant changes to your proposal which require further scrutiny, 
please contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely 
Dr Adrian Coyle
256
